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Research  on depression in South Africa is vast. However, only recently have Cuadros et al. 
(2019) highlighted the importance of spatial heterogeneity to achieve a more in-depth 
understanding of depression. This approach allows for the circumstances experienced in 
different community clusters to be considered when seeking strategies to improve the 
wellbeing of those experiencing depression. In this study, women diagnosed with depression 
and who live in the community of Westbury, which is characterised by high levels of 
community violence, were interviewed to establish how they construct depression. A 
qualitative inquiry provided an in-depth understanding and account of these women’s 
experiences. Thematic analysis embedded in the social constructionism framework and 
guided by the socioecological model of health promotion facilitated an understanding of 
depression as constructed on individual, social, and communal levels.  
 
On an individual level, depression was constructed as emotional (through irritability, 
hopelessness, and a changed experience of self), behavioural (where suicidality, social 
withdrawal, and substance misuse were rampant), physical (in which bodily pains and anxiety 
were experienced) and cognitive (through rumination). Social constructions of depression 
were observed through intimate partner violence or infidelity, family conflict, and the burden 
of care for children. Finally, community constructions of depression were reminiscent of 
exposure to violence, socioeconomic challenges, and community-level stigmatisation.  
 
Collectively, these findings demonstrate the necessity for a multilevel approach to mitigate 
the individual, social, and community drivers of depression in Westbury. These may take the 
form of emotional and financial support, community level activities, family-focused 
interventions, and public awareness campaigns to promote community understandings of 
mental health disorders. Moreover, this study’s findings are crucial, especially in the context 
of COVID-19, since the social drivers of community violence have escalated and South 
Africans’ overall mental health has been severely compromised during the pandemic 
(Oyenubi & Nwosu, 2020). Thus, a multipronged and multidisciplinary approach focused on 
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ameliorating depression through a combination of individual, social, and community-targeted 
programmes may be more effective than an individualised psychotherapeutic approach.  
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Chapter 1: Introduction to the Study 
 
1.1. Introduction 
Depression, as a global health crisis, affects millions of people from diverse backgrounds and 
is ranked as the single largest cause of disability, with women being disproportionately 
affected (World Health Organisation [WHO], 2020a). This health crisis is recognised as 
particularly problematic in low- and middle-income countries, where close to 85% of people 
do not have access to effective treatment for the disorder (WHO, 2020a). South Africa, as a 
middle-income country, grapples with understanding how depression is experienced, due to 
the complex system of social inequalities that exists (Burke, 2017; Cuadros et al., 2019). To 
understand depression amongst these complexities, the subjective constructions of 
depression need to be engaged with, if effective responses are to be formulated. In this 
regard, Cuadros et al. (2019) highlight the importance of spatial heterogeneity in gaining a 
more in-depth understanding of depression so that circumstances experienced in different 
community clusters can be considered when seeking strategies to improve the wellbeing of 
those with depression.  
 
1.2. Background to the Study  
It is well documented that a complex interplay of biological, psychological and social factors 
contribute to the development of depression (American Psychiatric Association [APA], 2013;   
Burke, 2017; Meffert et al., 2015; Moodley, 2014; Mungai & Bayat, 2018; Stansfeld et al., 
2017). When circumstances result in the development of depression, individuals present with 
various symptoms that are inclusive of a sense of failure, low self-esteem, suicidal ideation, 
sadness, pessimism, indecisiveness and social withdrawal, amongst others (APA, 2013). 
Across different environments and social settings, depression may be experienced and 
subsequently constructed in different ways. For instance, female adolescents from a low-
income area in the Western Cape described depression as relational, communicating that the 
disorder was caused by a breakdown of their social relationships (Meyer & Kruger, 2015). By 
contrast, for women with children, depression was constructed as a failure to meet the 
expectations of their children (Rapmund & Moore, 2000). These demonstrations bring to the 
fore Swartz et al.'s (2014) stance that language is central to understanding and recognising 
adequate treatment for mental health disorders such as depression. 
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Global research points to a significant link between the incidence of community violence and 
impaired mental health (DeCou & Lynch, 2017; Velez-Gomez et al., 2013). In the United States 
of America and Colombia for instance, gangsterism, murders and burglaries in community 
environments were found to have strong links with the development of depression and post-
traumatic stress disorder (PTSD). This link was due to the establishment of a setting in which 
feelings of fear, helplessness and hopelessness were constantly experienced (Clark et al., 
2008; Velez-Gomez et al., 2013).  
 
In South Africa too, community violence has been associated with depression (Meffert et al., 
2015; Moodley, 2014; Mungai & Bayat, 2018; Stansfeld et al., 2017). One of the most 
prominent aspects that appear to exacerbate both community violence and mental health 
disorders is poverty (Joshi et al., 2017; Lund, 2012). According to Cheteni et al. (2018), there 
is an ongoing relationship between community violence and poverty in certain South African 
communities; and particularly in those communities that are inhabited by Black African and 
Coloured1 individuals. In most instances, these communities are reminiscent of 
underdeveloped infrastructure combined with overcrowding, unemployment, food 
insecurity, substance abuse, inadequate public policing and a deficiency in recreational 
activities. These living conditions, a remnant of apartheid South Africa, are known to be 
environments in which opportunistic and drug-related crime as well as depression, anxiety 
and PTSD are rife (Cheteni et al., 2018; Dubé et al., 2018; McDonald & Richmond, 2008;  
Moodley, 2014; Stansfeld et al., 2017).  
 
If women are considered in an environment characterised by the aforementioned social ills, 
their elevated biological vulnerability to depression (Diraditsile & Ontetse, 2017; McGibbon 
& McPherson, 2013), in combination with the social factors mentioned, are likely to result in 
a ferocious interaction which perpetuates a cycle of psychological ill health (Docrat et al., 
2019; Ridley et al., 2020). Yet, women are still expected to perform their social roles within 
these environments relating to being a spouse, worker or mother (Marchand et al., 2012), 
even when diagnosed with depression. To support them in effectively carrying out these 
                                            
1 The term Coloured is an ethnic label for people of mixed ethnic origin in South Africa. The government requires 
information on the number of people registered in terms of the four official categories so that it can monitor 
transformation (Moodley & Ross, 2015). 
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roles, it is important that the ways in which women construct depression within their 
environments is understood so that adequate support can be made possible.  
 
1.3. Rationale for the Study 
South Africa, as a developing and multicultural country, is still undergoing several transitions 
related to urbanisation, industrialisation and deeply entrenched societal inequalities (Cuadros 
et al., 2019). In 2018, it was reported that approximately 55.5% of the country’s population 
lived in poverty (World Bank, 2018). Existing research demonstrates the negative effects of 
poverty on the mental health of South African citizens, and especially women (Ardington & 
Case, 2010; Cuadros et al., 2019; Lund, 2012). A characteristic that compounds the 
experiences of poverty is community violence (Cheteni et al., 2018). Thus, women who are 
adversely impacted by the stress of enduring community violence and poor living conditions 
in the absence of economic and social opportunities are at great risk of severely compromised 
mental health and consequent quality of life (Lund et al., 2010; Mungai & Bayat, 2018).  
 
Much of the experiences of female poverty, according to literature, are also linked to the 
lingering effects of the oppression of women under apartheid South Africa (Healy-Clancy, 
2017). Black African, Indian/Asian and Coloured women specifically experienced a double 
burden of oppression related to their race and gender, which negatively affected their mental 
health (Narainsamy et al., 2015). It is this group of women who are still the most susceptible 
to common mental disorders in present day South Africa (Ardington & Case, 2010; Cuadros 
et al., 2019).  
 
Jackson et al. (2010) found that the mental health of Black African and Coloured individuals 
still reflects the unequal historical and current-day circumstances, while Indian/Asians have 
attained a level of wellbeing equivalent to Whites. Coloured communities are often cast as 
being the most violent in South Africa (Cheteni et al., 2018; Leggett, 2004). For the purposes 
of this study, ‘community violence’ indicates physical and sexual attacks, emotional abuse, 
murders, muggings, gang violence, unwarranted force by law officials, theft, and family 
violence experienced within a community setting (Walling et al., 2011). Furthermore, it must 
be noted that exposure to community violence refers to victimization (direct exposure) and 
witnessing (indirect exposure) (DeCou & Lynch, 2017). The scarcity of treatment options for 
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mental disorders (Hamad et al., 2008; Nglazi et al., 2016) is also a common feature of 
communities with high poverty levels and prolonged violence, which poses limited support 
for women who seek care. Instances of prolonged violence are certainly evident in the 
community of Westbury, a suburb in Johannesburg, South Africa. The area is documented as 
having high levels of unemployment, poverty, and community violence such as gang violence, 
gun proliferation and drug-related issues that have a direct impact on the wellbeing of women 
and their children (Beckett, 2018; Evans, 2018; Hochfeld, 2015).   
 
1.4. Aim and Objectives of the Study 
The aim of the current study is to understand how women living in the community of 
Westbury, which has been characterised by a prolonged upsurge of violence, construct their 
day-to-day experiences of living with depression. 
The objectives of the study are: 
1. To explore and describe how women in Westbury construct their day-to-day 
experiences of depression on an individual level. 
2. To explore how social and environmental aspects influence depression.  
3. To explore appropriate mental health care and support mechanisms needed by 
women in the Westbury community.       
      
1.5. Overview of the Research Design and Methodology  
To delve into the objectives of the study, a qualitative exploratory and descriptive design was 
used to gain a better understanding of women’s constructions of depression in the context of 
prolonged community violence (Hunter et al., 2019). A total of seven interviews were 
conducted with women from the community of Westbury in Johannesburg, South Africa. The 
research participants were selected purposively through a local non-profit organisation, 
which provides counselling services in the area. A mental health care practitioner had 
diagnosed all the selected participants with recurrent Major Depressive Disorder (MDD). A 
diagnosis of MDD was required for participants of this study so that the data accurately 
captured how women construct their experiences of living with the disorder.  
 
The data collection method used included one-to-one interviewing, using a semi-structured 
in-depth interview schedule. Thematic analysis embedded in the social constructionism 
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framework (Losantos et al., 2016) and guided by the socioecological model of health 
promotion were used to analyse the data (Braun & Clarke, 2014; Ihekweazu, 2019). The 
combination of these frameworks to analyse the data emerged from Braun and Clarke’s 
caution about the loose application of thematic analysis without a theoretical grid. Hence, 
while social constructionism allowed for foregrounding the ways in which language is used to 
craft the realities of women with depression (Cheetham & Cheetham, 1976), the 
socioecological model of health promotion enabled the understanding of these constructions 
along individual, relationship, community, and societal levels (World Health Organisation 
[WHO], 2020b). 
 
1.6. Study Structure  
The study consists of five chapters. The current chapter (Chapter One) served as an 
introduction to the study. The rationale as well as the aims and objectives of the study and a 
brief methodological overview were presented. Chapter Two provided a review of the 
literature on depression and community violence as it relates to women. In addition, the 
theoretical frameworks guiding this study, namely social constructionism and the 
socioecological model of health promotion were explained. Chapter Three presented a 
discussion on the research design, methods, trustworthiness, limitations and ethical 
foundations that were used to carry out the study. Chapter Four focused on a description and 
of the research findings. Finally, Chapter Five provides a summary and discussion of the 





Chapter 2: Literature Review and Theoretical Framework 
 
2.1. Introduction 
Investigations into major depressive disorder (MDD) indicates that the disorder is the most 
diagnosed psychiatric condition (Krupnik, 2014; Picco et al., 2017; Vadodaria et al., 2019) with 
more than 264 million individuals estimated to suffer from MDD globally. It is also well 
documented that women are disproportionately affected by MDD and that societal factors 
such as a lack of resources, lack of trained health-care providers and social stigma are 
common in developing countries where MDD is most rife (Joshi et al., 2017;  Moodley, 2014; 
Mungai & Bayat, 2018; WHO, 2020a). Key features of developing countries include low levels 
of economic growth resulting in high levels of unemployment in the context of high 
population growth rates (Sinding, 2009). South Africa is certainly a country that experiences 
these phenomena. In 2020, the estimated growth rate was 1.28%, which was the eighth 
highest globally (Macrotrends, 2020). Furthermore, in 2020 an economic recession with high 
unemployment rates were evident (Mathe, 2020). Largely, the economic recession and levels 
of employment reported on where attributed to the global COVID-19 pandemic. Yet, the 
pandemic emerged at a time when South Africa was already grappling with low economic 
growth and high levels of unemployment (Statistics South Africa [Stats SA], 2020). Prior to the 
pandemic, research emerged to highlight the importance of spatial clustering in the 
development of MDD (Cuadros et al., 2019). It is on this piece of research that the current 
study hinges and is extended.  
 
Spatial clustering concerns itself with identifying MDD in relation to geographic ‘hotspots’ 
(Cuadros et al., 2019). In their research, Cuadros and colleagues discusses how certain 
community characteristics, such as a high prevalence of HIV/AIDS, can contribute to MDD. 
Yet, their study paid close attention to epidemiological landscapes in isolation. Other 
community characteristics are also known to create circumstances in which depression can 
thrive. These include areas with high levels of community violence, poverty, low educational 
levels and minimal support mechanisms for mental health care (Clark et al., 2008; Dubé et al., 
2018; Lund et al., 2010; Moodley, 2014; Nglazi et al., 2016).  
 
Within areas that are characterised by the aforementioned factors, this study draws out 
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community violence as its focus. Limited studies, particularly in South Africa, have sought to 
understand how individuals construct their day-to-day experiences of living with depression 
where community violence is rife. This purpose of this chapter, as it relates to meeting the 
study aim presented in Chapter One, is two-fold. First, it provides a literature review on 
depression and high levels of community violence. Second, the chapter explains the 
theoretical frameworks used in this study, namely, social constructionism and the 
socioecological model of health promotion.  
 
2.2. Depression  
Any discussion of depression first warrants a definition and aetiology. Additionally, an 
understanding of cultural variations in depression, as well as co-morbidities and protective 
factors require engagement.  
 
2.2.1. Definition of Depression 
Depression is defined as a clinical syndrome which encompasses cognitive, physical, 
behavioural, emotional and perceptual symptoms (Burke, 2017). According to the APA’s 
(2013) Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5), the diagnostic 
criteria for MDD are as follows:  
1. Depressed mood most of the day, nearly every day. 
2. Markedly diminished interest or pleasure in all, or almost all, activities most of the day, 
nearly every day. 
3. Significant weight loss when not dieting or weight gain or decrease or increase in 
appetite nearly every day. 
4. Insomnia or hypersomnia nearly daily. 
5. A slowing down of thought and a reduction of physical movement (observable by 
others, not merely subjective feelings of restlessness or being slowed down). 
6. Fatigue or loss of energy nearly every day. 
7. Feelings of worthlessness or excessive or inappropriate guilt nearly every day. 
8. Diminished ability to think or concentrate, or indecisiveness, nearly every day. 
9. Recurrent thoughts of death, recurrent suicidal ideation without a specific plan, or a 
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suicide attempt or a specific plan for committing suicide. 
 
According to the DSM-5, MDD is characterized by an experience of five or more of the 
aforementioned symptoms during the same 2-week period and at least one of the symptoms 
should be either (1) depressed mood or (2) loss of interest or pleasure (APA, 2013). Other 
considerations include differentiating between normal sadness and grief from major 
depressive episodes (APA, 2013). To receive a diagnosis of depression, the mentioned 
symptoms must cause the individual clinically significant distress or impairment in social or 
occupational settings, or in other important areas of functioning. The symptoms must also 
not be a result of substance abuse or another medical condition (Sadock et al., 2015). The 
disorder therefore is one that causes significant challenges for people as it can affect optimal 
functioning in multiple areas of their lives.  
 
2.2.2. Aetiology of Depression  
There are multiple theories that attempt to explain the causality of depression, inclusive of 
biological, psychological and sociocultural theories, amongst others (Bernaras et al., 2019). 
Yet the pathophysiology of depression remains largely elusive resulting in the absence of a 
single explanatory model (Osuch & Marais, 2017). Amid the value offered by various theories 
on depression, Burke (2017) pointed out that gaps remain in each approach. Particularly in 
South Africa where the present day social, political and economic disparities intersect with 
race, the consideration of aetiology becomes challenging due to inequality in health and 
wealth across diverse communities (Burke, 2017).  
 
The DSM-5 illustrates that a combination of genetic, individual and environmental 
characteristics can contribute to the development of MDD (APA, 2013). Hence, in 
consideration of this stance as well as Burke’s acknowledgment of the disparities in the South 
African context in the development of depression, this chapter explains depression in terms 
of the biopsychosocial model. The biopsychosocial model of depression more specifically fits 
into the diathesis-stress model as individuals must display a predisposition to the disease and 
must experience stress for the disorder to manifest (Burke, 2017). Each of the domains of the 
biopsychosocial model of depression (namely, biological, psychological and social) are 
explained next.  
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2.2.2.1. Biological Factors 
Biological explanations of depression have been the focus of many research studies. 
Literature indicates that low levels of neurotransmitters such as norepinephrine, dopamine  
and serotonin were most linked to the pathophysiology of mood disorders (Burke, 2017; 
Sadock et al., 2015). Other factors that are implicated in mood disorders include medical 
illness and alterations of hormonal regulation (Burke, 2017; Sadock et al., 2015). 
 
In focusing on genetic factors, twin studies have supported the idea of the heritability of a 
mood disorder. In this regard, monozygotic twins (where the egg divides into two and 
produces identical twins’ post-fertilisation) show higher prevalence rates of depression than 
dizygotic twins (whereby two separate eggs are fertilized by two sperm in the same 
pregnancy). Family studies have also revealed a double risk of mood disorders if both parents 
are affected by the disorder (Burke, 2017; Sadock et al., 2015). 
 
Stress is an element that may lead to biochemical changes in the brain due to its role in 
deterring optimal functioning (Burke, 2017; Kinser & Lyon, 2014). Short term brain processes, 
aimed at moderating the effects of stress and promoting optimal functioning, such as the 
regulation of neurotransmitters, sympathetic activity and parasympathetic activity, can result 
in impaired neural functioning if the stressors continue non-stop, subsequently causing 
depression (Kinser & Lyon, 2014). Studies related to the aetiology of MDD also implicate the 
dysregulation of the hypothalamic-pituitary-adrenal axis in the onset of depression (APA,  
2013; Sadock et al., 2015).  
 
This dysregulation of the hypothalamic-pituitary-adrenal axis is more likely to occur in women 
during ovarian hormone changes. Women undergo periods of hormonal changes during 
puberty, the premenstrual period, the postpartum period and menopause (Girgus & Yang, 
2015; Mungai & Bayat, 2018; Sadock et al., 2015). Ultimately, while neurotransmitter and 
hypothalamic-pituitary-adrenal axis dysregulation are possible in both men and women, the 
repetitive fluxes in reproductive hormones across a women’s lifespan, increases her 
susceptibility to depression. This is certainly one of the reasons why women are consistently 
reported to have higher levels of MDD when compared to men (Grobler, 2013). 
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2.2.2.2. Psychological Factors 
It is generally difficult to isolate and link specific personality traits or types to predisposing a 
person to depression (Sadock et al., 2015). Most commonly, however, personality traits such 
as neuroticism, avoidance, reactivity and impulsivity are known to be risk factors in the onset 
of MDD particularly if the individual experiences stressors (Burke, 2017). This is because 
individuals with these personality traits are often unstable in terms of their negative response 
to circumstances by way of frustration, hostility or anger. Often, those with a neurotic 
personality are also predisposed to other mental health disorders such as anxiety and panic 
disorders, amongst others (Lahey, 2009).   
 
Other psychological risk factors for depression include cognitive distortions in interpreting 
both internal and external data impacted by early experiences (Sadock et al., 2015). Cognitive 
theories of depression (Beck & Alford, 2009) understand depression in terms of activating a 
set of three major cognitive patterns that force the individual to view the self, world, and 
future in a distinctive way. Westbrook et al. (2011) indicate that core beliefs (such as the 
tendency to interpret events to support negative predictions) and cognitive distortions (which 
attributes negative events to hopelessness) were central to the development of a depressed 
mood. Similarly, psychodynamic factors in depression, posited by Sigmund Freud and Karl 
Abrahams, indicate that a rupture in the infant-mother relationship during the oral phase of 
development leaves the infant with mixed feelings later in life, resulting in anger towards the 
self if social relationships are severed (Beck & Alford, 2009; Sadock et al., 2015). Lastly, the 
learned helplessness theory involves people feeling helpless and hopeless when they try to 
control and change their life circumstances (Sadock et al., 2015).  
 
Gender differences also bring forth variations in psychological factors that contribute to 
depression. More specifically, differences in triggers for depression were identified in both 
men and women, with women frequently presenting with internalizing symptoms and men 
with externalizing symptoms (Albert, 2015). The internalizing dimension is indicative of high 
levels of negative affectivity or neuroticism, low levels of positive affectivity and represents a 
latent trait vulnerability that accounts for mood and anxiety disorders, while the externalizing 
dimension represents high levels of negative affectivity and high impulsivity accounting for 
substance use disorders, conduct disorder, and antisocial personality disorder (Flory & 
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Yehuda, 2015). In this regard, a woman’s sense of self was seen as being constructed in 
relation to significant relationships (Emran et al., 2020). The ‘Silencing the Self’ theory, 
influenced by experiences of depressed women, suggested that women prioritised the needs 
of others whilst silencing their thoughts, feelings and needs for the sake of promoting 
intimacy and safety, subsequently withholding feelings of anger and ultimately resulting in a  
'loss of self' (Emran et al., 2020). Similarly, Stoppard (2014) asserted that depression in 
women could be triggered by a ‘loss of self’ emanating from ruptures in core relationships 
which hindered relational intimacy. 
 
Another gender difference related to psychological causes of depression may be accounted 
for by rumination. Rumination is linked to increasing women’s vulnerability to depression 
(Emran et al., 2020) and refers to a persistent, repetitive depressive thinking. Rumination is 
considered an important cognitive feature of dysphoria and MDD (Papageorgiou & Wells, 
2004). In essence, rumination is associated with low self-esteem, hypersomnia and anxiety, 
and is frequently reported by women when they are experiencing depression (Kendler et al., 
2002). According to the response styles theory, gender differences in depression may be 
accounted for by the tendency of women to ruminate more than men (Johnson & Whisman, 
2013), which in turn may be problematic for women as they amplify the stress of depression 
by prompting negative thoughts related to past, present and future (Kinser & Lyon, 2014). 
 
2.2.2.3. Social Factors 
Social factors, identified as being instrumental in the onset of depression, are multifaceted. 
Some of the identified social factors, which increases a person’s vulnerability to depression, 
include persistent socioeconomic challenges, perceived low social support, unhealthy 
lifestyle, and negative interpersonal situations (Kinser & Lyon, 2014). In South Africa, risk 
factors for mental illness in the general population were identified as adverse negative 
economic conditions and the stress of poor living conditions (Moodley, 2014). Mungai and 
Bayat (2019) found that adults with a lower socioeconomic status demonstrated increased 
vulnerability to depression and had trouble in transitioning out of significant depressive 
symptoms. Similarly, the World Health Organisation (WHO, 2017) reported that mental 
disorders were found to be more prevalent amongst women than men, due to social, 
economic and environmental factors, which differed from men. In this regard, being female 
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in South Africa was correlated with lower educational attainment, lower income, poorer 
health, unemployment, and less stable marital relationships (Hamad et al., 2008).  
 
Other studies, focusing on the impact of poverty on common mental health disorders, have 
shown that limited access to education, physical abuse, forced marriages and limited job 
opportunities present as risk factors for women (Stoppard, 2014). Mungai and Bayat (2019) 
also identified stressor factors such as higher prevalence of crime, poor living conditions, and 
a lack of opportunities as significantly and adversely impacting the emotional wellbeing of 
lower social groups, especially women.  
 
In post-apartheid South Africa, the social, economic and personal circumstances of Coloured 
and Black African women have not significantly changed from the apartheid era. This is 
evidenced through their continued limited economic and social opportunities compared to 
males (Mungai & Bayat, 2018; Segalo, 2015). In this regard, quantitative studies have found 
that a large portion of these women exhibit signs of persistent depressive disorder which is a 
depressed mood that exists for at least two years, or more  days than not, for most of the day 
(APA, 2013; Mungai & Bayat, 2018).  
 
Women’s depression furthermore appears to be impacted by the various roles that they 
adopt. According to Ntshongwana et al. (2015), the prevalence of depression in Coloured and 
Black African women was compounded by the need to balance family and work 
responsibilities without support from fathers since lone motherhood is highly prevalent in 
these population groups. Female-headed households were found to be more vulnerable to 
income poverty due to disadvantages women are exposed to in the workplace compared to 
men (Rogan, 2016). Thus, the socioeconomic positioning of many South African women cause 
them to continue to remain poor and unchanging circumstances within vulnerable racial 
groups are a barrier to recovery from depressive symptoms (Mungai & Bayat, 2018). These 
accounts subsequently signify the enormous impact that the social environment has on 
women’s experiences of depression. A key social element in the context of this study as it 




2.2.2.3.1. Community Violence and its Impact on Women  
Exposure to community violence has been identified as a determinant of depressive 
symptoms. Yet, the amount of studies exploring the experiences of community violence in 
relation to depression are limited (DeCou & Lynch, 2017). An American study with college 
students facilitated by Haden and Scarpa (2008) found a strong correlation between increased 
frequency of community violence victimisation and depressed mood. Notably, communities 
in which high levels of violence were present also featured as those with low levels of social 
support and low problem focused coping.  
 
Perhaps one reason for the lack of research into the links between community violence and 
depression is the lack of consensus on a clear definition for community violence. The 
definition set out by Dillenburger et al. (2008) refers to violence that mainly transpires outside 
the home, in public, between people that are unrelated or who may or may not be familiar 
with each other. Similarly, DeCou and Lynch (2017) qualified community violence as the 
witnessing (indirect) and victimisation (direct) exposure to acts of public violence not 
perpetrated by an intimate partner or family member. Voisin et al. (2011) propose that 
community violence exposure is considered as events in local neighbourhoods that involves 
weapons use, and violence or potential violence perpetrated by persons outside the 
immediate family. In this research, community violence encompasses any sort of direct or 
indirect exposure to violence in public, but also extends to consider domestic violence, 
namely, violence in homes perpetrated by family members (Kiss et al., 2015). The reason for 
including domestic violence in this investigation is that both types of violence have similar 
determining factors, namely, substance use, growing up in a violent home and social isolation 
to name a few (Kiss et al., 2015). These circumstances are highly prevalent in the community 
chosen for the research enquiry.  
 
Violence is one of the factors that fuel depression in South Africa. Within the global context, 
the country is portrayed as a highly violent society with homicide being a major cause of 
death. Interpersonal criminal violence presents as the most concerning and pressing form of 
violence for the majority of South Africans (van der Merwe, 2013). Furthermore, homicide 
rates were recorded at 60 per 100 000 in the late 1990’s and in 2013 at 31 per 100 000, which 
although indicate a decline, is still considered high compared to 6.2 per 100 000 worldwide 
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(Carney et al., 2017; Visser & Moleko, 2012). Approximately half of South Africa’s reported 
deaths in 2009 were because of injury due to interpersonal violence (Seedat et al., 2009). 
Violence in South Africa “is marked by multiple social drivers, including widespread and 
racialized poverty, persistent unemployment, and extreme income inequality; patriarchal 
notions of masculinity that celebrate toughness and risk-taking; extensive exposure to abuse 
in childhood; access to firearms; excessive alcohol misuse; and weaknesses in law 
enforcement” (van Niekerk et al., 2015, p. 2). Furthermore, the growing strength of 
community gangs, particularly in Black African and Coloured townships, have posed 
challenges for the South African government (Maringira & Masiya, 2018). Many young people 
join these gangs, which impact on families, communities and society through increased 
violence, crime, vandalism, assault, drug trafficking and even homicide (Wegner et al., 2018). 
 
These high rates of violence in the country today may be rooted in this history of political 
violence (Wegner et al., 2018). South African political and social unrests during the 1980’s and 
1990’s illuminated the adverse impact that apartheid had on the mental health of South 
Africans (Visser & Moleko, 2012) and as such the post-colonial and post-apartheid South 
African society continues to bear witness to the significance of group, community and 
historical trauma (Kriegler, 2015). Particularly for women in South Africa, studies on their 
mental health, found that poverty in combination with the exposure to neighbourhood 
violence exacerbates depressive symptoms (Moodley, 2014; Mungai & Bayat, 2018). 
Furthermore, the depressive symptoms persisted if women continued to live in these 
communities and constantly felt fear, hopelessness and unhappiness (Mungai & Bayat, 2018).  
 
Domestic violence in particular was found to increase vulnerability to depression and other 
psychological disorders in women since it weakened their social position and by limiting their 
ability to exercise control over the determinants of their mental health (WHO, 2017). In this 
regard, family relationships characterised by conflict were implicated in the formation of 
depression in women (Emran et al., 2020). Gender inequality was recognised as an underlying 
contributing factor to violence against women since it features in the form of traditional or 
conservative beliefs about the role of women in society (Graaff & Heinecken, 2017). In South 
Africa, gender inequality and violence against women was found to have a greater 
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psychological than physical impact on women, resulting in higher levels of depression and 
other mood disorders (Visser & Moleko, 2012).  
 
While these broad links are made between community violence and the prevalence of 
depression, what is less documented is the ways in which women construct their experiences 
of depression when they are exposed to prolonged community violence. Since the literature 
reveals that women have a higher predisposition to both violence and depression, an 
investigation of this nature proves necessary. Yet, constructions of depression are also 
influenced by culture in South Africa, which is discussed next.  
 
2.2.3. Cultural Similarities and Variations in Depression  
Across research that investigated culture and depression, certain similarities and differences 
were noted. In the early 2000’s, studies in Africa discounted earlier beliefs that depression 
was scarce on the continent and instead demonstrated that prevalence rates matched or 
even exceeded those in the developed world (Hamad et al., 2008).  
 
In spite of the similarities in prevalence rates of depression in some instances, descriptions 
and understandings of depression appeared to differ between Western and non-Western 
countries (Loveys et al., 2018). In this regard, individuals from non-Western countries noted 
symptoms not included in the DSM-5 such as social isolation, crying, anger and general pain, 
whilst symptoms such as concentration, psychomotor agitation or slowing indicated in the 
DSM-5 were found to present infrequently (Haroz et al., 2017; Mayston et al., 2020). Such 
variation in communicating the symptoms of depression were also noted in Asian and Middle 
Eastern cultures where symptoms such as somatisation were more frequently reported 
(Loveys et al., 2018).  
 
These unique differences in the manifestation and expression of depression were 
documented in African settings too (Patel & Stein, 2015; Sweetland et al., 2014). Kriegler 
(2015) contends that Western psychiatric views of depression differed significantly from 
traditional African beliefs with many South Africans attributing the aetiology of depression 
and other mental disorders to witchcraft. As a result of this belief, individuals tend to seek 
divine, ritualistic and symbolic diagnoses and treatments from traditional healers. Patel and 
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Stein (2015) noted that despite individuals with depression in Africa identifying with some 
psychological symptoms, somatic symptoms were more prevalent and individuals noted a 
preference for supernatural explanations for their symptoms over psychological explanations. 
Similarly a study with traditional healers in Mpumalanga, South Africa by Sorsdahl et al. (2010) 
highlighted that depression was not viewed as a mental illness or disorder but rather it was 
described as ‘thinking too much’, ‘stress’, ‘bewitchment’, ‘illness of the heart’ which, if left 
unattended, could develop into a mental illness. 
 
Differences featured in individualistic cultures where depression would take a predominantly 
affective form involving feelings such as loneliness and isolation whilst in communal cultures, 
somatic symptoms such as headaches and other bodily symptoms would feature (Makhubela 
& Mashegoane, 2016). What is important to note within these research findings is that people 
create meaning in relation to their language used to describe the disorder. Language is a 
central part of how the meaning of different words and its variants can be expressed across 
cultures. In this regard, “language is generated, sustained and/or rejected through social 
interactions, and is used to create a ‘reality’ for those involved in meaning making” (Visser & 
Moleko, 2012, p. 47). For example, Starkowitz, (2013) noted in her study that although 
depression was not irrelevant amongst traditional healers in South Africa, these individuals 
opted to use words such as ‘thinking too much’ or ‘an experience of the supernatural’. 
Similarly, an earlier study by Patel et al. (2001) found that in Zimbabwe, concepts such as 
‘thinking too much’ and beliefs in supernatural factors were closely associated to depression 
whilst in South Africa terms such as ‘nerves’ corresponded with depressive symptoms.  
 
These findings subsequently indicated that despite the largely common and universal 
experience of depression, a more integrated and culturally relevant perspective of depression 
was needed in societies such as South Africa, given its multilingual and multicultural 
influences. In addition, psychiatric patients have a need for more than just a diagnosis but 
also an appreciation of their experiences from a cultural and social perspective (Hassim & 
Wagner, 2013). The ways in which depression is experienced and voiced differs from culture 
to culture and as such, the need to understand how depression is constructed in different 
cultures is warranted. In understanding depression, however, it is also important to consider 
the co-morbidities and protective factors associated with the disorder.  
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2.2.4. Co-Morbidities  
Depression is often associated with one or more other clinical disorders. Epidemiological 
studies indicate that comorbid anxiety disorders frequently feature in depressed individuals 
(Cancino et al., 2018). Diverse studies have also showed that PTSD and MDD were frequently 
found to be comorbid, with approximately half of people with PTSD having a diagnosis of MDD 
(Flory & Yehuda, 2015; Wanklyn et al., 2016). A study with psychiatric patients in Finland for 
instance, showed that the majority of patients with MDD had at least one current comorbid 
disorder such as anxiety disorder, alcohol use disorder, or personality disorders (Melartin et 
al., 2002).  
 
These co-morbid disorders were also linked to community violence. A study by Walling et al. 
(2011) found that indirect exposure to community violence was a significant predictor for 
PTSD and depressive symptoms. In South Africa, a study undertaken by Dinan et al. (2004), 
explored the psychological impact of community violence on women of colour in a minority 
township in South Africa. The study found that half of the victimized women in the help-
seeking sample met all diagnostic criteria for PTSD and in the community sample, two thirds 
presented with symptoms of PTSD. They noted that in violent communities, PTSD and MDD 
for women was more of a norm rather than the exception (Dinan et al., 2004). Another South 
African study of tertiary-level psychiatric outpatients in Bloemfontein identified a high 
prevalence rate of comorbidity between anxiety, depression and substance use disorders, 
which was understood to be as a result of shared symptoms between depressive and anxiety 
disorders (Nel et al., 2018).  
 
2.2.5. Protective Factors  
Given the complexities in understanding depression, it is important to understand its 
protective factors. Protective factors may play a role in buffering against the adverse impacts 
of depression, thereby promoting the psychological wellbeing of individuals. “Protective 
qualities, such as material prosperity, adopting a less hectic or stressful life, being in good 
health, being raised in a warm and loving home, and having loved ones, a functioning and 
supportive social network, social solidarity, well-developed social skills, and meaningful 




Research by Jocson and Ceballo, (2020) suggests that high level of religiosity, considered 
either at a family-level or community-level factor played a protective role against depressive 
symptoms among low-income Filipino mothers exposed to community violence. In her study 
with a group of women in South Africa, Moodley (2014) found that protective factors such as 
inner strength; a friendly and loving nature; interpersonal relationships enhancing feelings of 
belonging; and community participation and religion enhanced psychological wellbeing. 
These findings collectively highlight various factors that play a significant role in buffering 
against the adverse impact of community violence exposure and depression, which in turn 
may be valuable when considering interventions to promote the psychological wellbeing of 
vulnerable women.  
 
Challenges within the mental health care services in South Africa furthermore exacerbate the 
difficulties faced by mental health care users. Despite South Africa’s progressive mental 
health legislations, mental health services are indicated as being under-resourced and a low 
priority (Lund et al., 2013; Swartz et al., 2014) which impact implementation of these policies. 
Moreover, despite the need for mental health care users to access such services, research by 
Lund et al. (2010) link largely negative public attitudes, extensive stigma and discrimination 
toward mental illness to people’s reluctance in seeking treatment. Therefore, enhancing 
mental health services and increased community education to destigmatise the experiences 
of mental illness could serve as protective factors.  
 
2.2.6. Treatment and Intervention Practices  
In addition to protective factors, consideration of treatment procedures is of paramount 
importance (Sadock et al., 2015). MDD treatment mainly entails psychotherapy and 
pharmacological treatment, and in instances where patients fail to respond to various 
treatments, electroconvulsive therapy is recommended (Otte et al., 2016). Other guidelines 
for the treatment of MDD include lifestyle changes and psychoeducation (Malhi et al., 2020). 
A study on depression in Sub-Saharan Africa by Mayston  et al. (2020) illuminate the necessity 
to consider local contexts and resources when planning lifestyle interventions to address 
depression. In this regard, connecting individuals with professionals, self-help mechanisms, 
community resources, spiritual healing and medical treatment are a few elements that were 
pertinent to an African context.   
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This chapter has so far engaged with depression in its entirety and recognised the importance 
of ground-up understandings of depression that considers the individual experience of the 
disorder in buffering the negative consequences of depression. To ensure that the 
information collected from communities is interpreted effectively, the selection of relevant 
theoretical frameworks is important. While the biopsychosocial model of depression is 
considerably comprehensive, it can only be partially implemented in social science research 
as biological aspects such as genetic vulnerability and dysregulation of the hypothalamic-
pituitary-adrenal axis cannot be easily investigated. Therefore, in this study, two frameworks 
were selected and are discussed next. These were social constructionism and the 
socioecological model of health promotion.  
 
2.3. Theoretical Frameworks 
2.3.1. Social Constructionism 
As the focus of this study is to gain an understanding of how women construct their 
experiences of living with depression within a context of elevated violence, the first 
theoretical framework applied to this study is social constructionism. The framework is 
primarily concerned with how individuals interact with a social system to create mental 
representations of their experiences. In this way, the meaning that individuals ascribe to their 
realities are embedded in society (Andrews, 2012).  
 
The role of language in social constructionism is seen as extending beyond merely connecting 
people. Geldenhuys (2015) and Gough (2017) asserts that the main belief of a social 
constructionist approach relates to how participants make sense of the world. These 
meanings are not necessarily the true nature of the world itself, but rather is indicative of the 
way in which the world is portrayal through language. As it relates to mental health, Swartz 
et al. (2014) indicate that language is central as it is the medium through which a person 
communicates symptoms and through which treatment is administered. Within the context 
of this study, this framework was selected as it considers how language is used to construct 
everyday experiences of depression a certain context.  
 
The use of social constructionism is central in understanding the multilingual and 
multicultural influences as it relates to depression in a country like South Africa. Visser and 
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Moleko (2012) assert that social constructionists recognise that various sociocultural groups 
communicate through different languages and as such a range of ‘truths’ can emerge. An 
openness to a variety of viewpoints is thus central to shifting and reshaping common negative 
discourses of mental distress which then ensures support for those experiencing mental 
distress (O’Reilly & Lester, 2017). This openness to a variety of viewpoints can prove unwieldy 
in the context of research and hence to make ‘structured’ sense of how women construct 
their experiences, the socioecological model of health promotion was selected as a second 
theoretical framework in this study.   
 
2.3.2. Socioecological Model of Health Promotion  
The socioecological model of health promotion is a variation of Bronfenbrenner’s ecological 
systems theory (Bronfenbrenner, 1986; Ihekweazu, 2019). The theory was developed by 
McLeroy et al. (1988) as a means of identifying factors from the multiple levels that surrounds 
an individual that deter or promote health. These levels included the individual, relationships, 
community and society (WHO, 2020b). In this study, social constructionism is used to identify 
the meanings of depression within each of these levels so that the risk factors can be 






Figure 1: Socioecological Model for Health Promotion (adapted from Efroymson et al., 2013) 
 
At the individual level, behavioural, physical, emotional and cognitive experiences of 
depression are considered. In terms of the relationship or social level, engaging with 
individuals who are likely to be perpetrators of violence (by way of example) may also elevate 
the risk of depression (Ihekweazu, 2019). Then, within community contexts, levels of 
unemployment, the existence of drug trades and the like, would play a role in terms of the 
onset of mental health disorders (WHO, 2020b). These facts are certainly supported by the 
literature review on community violence and depression. In terms of the societal level, this 
refers to broader level cultural beliefs and social inequalities (WHO, 2020b). This specific level 
of societal policies and cultural norms are not investigated in the findings of this study, yet 
this does not deter from its importance.  
 
2.4. Conclusion  
The purpose of this chapter was two-fold. First, it provided an in-depth literature review on 















chapter explained the theoretical frameworks used in this study, namely, social 
constructionism and the socioecological model of health promotion.  
 
In terms of the literature, an in-depth discussion of depression was undertaken to 
demonstrate how community violence can serve as a catalyst for the development of 
depression, specifically amongst women. However, we are yet to understand how women 
construct their day-to-day experiences of living with depression, taking their social and 
community circumstances into consideration in violent communities. This is the focus of 
investigation for this study. To better structure the investigation, two theoretical frameworks 
were selected. By combining social constructionism and the socioecological model of health 
promotion, this study is able to foreground the ways in which language is used to craft the 
realities of women with depression (Cheetham & Cheetham, 1976), while considering how 
these realities are constructed along individual, relational and community levels (WHO, 





Chapter 3: Research Methodology  
 
3.1. Introduction 
Research methodology involves systematic techniques of collecting and analysing 
information and data with the aim of answering a research question. This chapter presents 
the methods used to investigate how women construct their realities of living with depression 
in the context of violence.  
 
3.2. Research Paradigms 
A paradigm sets out the philosophical assumptions used to gain an understanding of the world 
and consists of three interrelated elements namely ontology, epistemology and methodology 
(Rehman & Alharthi, 2016). Paradigms impact the way knowledge is studied and interpreted 
and is used to determine the intent, motivation and expectations of research (Mackenzie & 
Knipe, 2006). This study is situated within a constructionism paradigm since the ontological 
position (nature of reality) asserts that individuals are social actors in their own lives, thus 
giving rise to their own perceptions or experiences of reality. In this regard, the 
epistemological stance (how we know what we know) arises from the subjective experiences 
of individuals (Hathcoat et al., 2019). Data that best conforms to the constructionism 
paradigm can only be generated methodologically through qualitative interview techniques 
(Mertens, 2015).  
  
3.2.1. Social Constructionism Paradigm and Research Design 
Losantos et al. (2016) indicates that social constructionism as an interpretive framework, can 
be applied to psychology from both clinical and research perspectives. From a clinical 
perspective, the approach allows practitioners to understand the client’s narratives. 
Furthermore, from a research perspective, this type of inquiry can result in new ways of 
constructing meanings and realities.  
 
Social constructionists differ from the traditional positivistic approaches to knowledge. This   
approach to exploring depression moves away from the assumption that depression can be 
understood when viewed as an objective point of view but rather that depression can be 
understood through the process of exploring the subjective experiences and meaning of 
34 
 
depression constructed by women through the dynamic process of their interaction with 
others (Mertens, 2015). For this research, the utilization of the social constructionist 
paradigm through a qualitative approach allowed for subjective interpretations and 
experiences of women’s depression in both a personal and social context to emerge. It 
allowed the women’s realities to be communicated through their use of language and under 
unique cultural and social circumstances (Swartz et al., 2014). 
 
In terms of the research design, qualitative research approaches was deemed most suitable 
for this study. Qualitative research allows the researcher to listen to the life experiences of 
participants and ascribe a meaning to these experiences. More specifically, an exploratory 
and descriptive approach was taken in this study. In this way, the researcher is able to gain 
insight and explore phenomena in an in-depth manner (Mertens, 2015).  
  
3.3. Research Questions 
The research question guiding the current study is:  
How do women living in the community of Westbury, which has been characterised by a 
prolonged upsurge of violence, construct their day-to-day experiences of living with 
depression? 
 
The sub-questions to the research include: 
1. How do women in Westbury construct their day-to-day experiences of depression on 
an individual level? 
2. How do social and environmental aspects influence depression?  
3. What mental health care mechanisms and support is needed by women in the 
Westbury community?       
 
3.4. Setting of the Enquiry 
The setting of the current study was the community of Westbury in Johannesburg, South 
Africa. The community was initially established in May 1918 as an area for Black African 
residents by the Johannesburg Town Council and was called the Newlands Location (Musiker 
& Musiker, 2000).  During the apartheid era in July 1963, Westbury was proclaimed a 




The community of Westbury is characterized by high levels of poverty, gang violence, gun 
proliferation and drugs (Hochfeld, 2015). Gangsterism is rampant in the area and much of the 
crime is related to drug-use, opportunistic crime and gang-related shootouts (Beckett, 2018; 
Evans, 2018). In addition, the area features as one of the 10 top areas in Gauteng for sexual 
assault crimes (South African Police Service, 2017). In the literature review, it was evident why 
circumstances like those present in Westbury create an environment in which depression can 
exist. Yet, despite attempts to attain information relating to depression in Westbury, research 
is scant. For this reason, the area was selected as a research site. 
 
3.5. Participants and Sampling Procedure 
The target population for this research were adult women in Westbury, who, as outlined in 
the literature review are at an elevated risk for depression. To ensure that the research 
questions are answered from the perspective of those who do experience depression, the 
women selected to participate in this study had been diagnosed with recurrent MDD by a 
general practitioner or a psychiatrist.   
 
The female participants were identified using purposive sampling through a non-profit 
organisation providing counselling services to individuals and families in the area. Permission 
to carry out the research through the non-profit organisation, was obtained in writing. 
Purposive sampling involves the deliberate selection of participants based on the particular 
characteristics they possess and who are available to volunteer information on the 
phenomenon of interest as a result of their knowledge or experience (Mertens, 2015).  
 
To recruit participants, a general information session about the research was held at the local 
community centre with individuals from the community. These community members were 
informed about the general information session through the circulation of flyers. Attendees 
were advised not to make any disclosures to other individuals at the information session 
regarding the reason for their interest in their study or their diagnosis. These 
recommendations were made to ensure confidentiality. Once the information session was 
concluded, potential participants were asked to contact the researcher privately if they had 
met the selection criteria for the study and were interested in volunteering.  
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In terms of exclusion criteria of the study, participants with psychotic disorders as well as 
those who had indicated that they were emotionally, physically or psychologically distressed 
at the time of the data collection were also excluded from the study. All these individuals 
were provided appropriate referral details for counselling services. There were no other 
selection criteria outlined to participate in this study. As such, diversity pertaining to the 
individual participants were beneficial and are accounted for in the data analysis.  
 
Seven interested participants contacted the researcher via a telephone call and were then 
invited to participate in the study at a time that was convenient for them. The interviews were 
held individually. Their profiles appear in Table 1:  
 










Diagnosis of MDD 
Year Diagnosing 
Practitioner 
Anna 51 Separated 3 Unemployed 1998 Clinical   
psychologist and 
medical doctor 
Pam 33 Married 2 Unemployed 2006 Medical doctor 
Jo-Anne 37 Married 5 Unemployed 2008  Medical doctor 
Cindy 56 Married 4 Employed 2001  Medical doctor 
Alisha 38 Divorced 4 Unemployed 2015     Psychiatrist 
Susan 28 Separated 2 Employed 2014 Medical doctor 
Jane 32 Single 3 Employed 2007 Medical doctor 
*Pseudonyms assigned     
 
3.6. Research Instruments 
In this research, sociodemographic data was collected through a paper and pencil 
questionnaire. The questionnaire established the women’s age, education level, health, 
socioeconomic status, relationship status, and number of dependents. A semi-structured 
interview guide was constructed in order to gain an understanding of how women 
experienced depression. Questions used in the guide were mainly open-ended so that the 
narratives of the women were not limited (Creswell, 2014). These open-ended questions 
allowed for an in depth understanding and exploration of the topic of depression. To ensure 
that the questions in the research instrument were suitably phrased, the interview guide was 
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piloted with two individuals with a similar racial profile of the women in Westbury. Minor 
adjustments were then made to the interview guide to clarify certain questions prior to data 
collection. The final interview guide used in this study is found in Appendix A.  
 
3.7. Data Collection 
Data for this study was collected in 2019, through face-to-face in-depth interviews (Creswell, 
2014). Interviews were conducted in an office located within a community centre in 
Westbury. This office was separate from the organisation through which participants were 
recruited. The setting was free of disruptions and promoted privacy. The location of the office 
as well as the times and dates of the interviews were only known to the researcher and the 
participants. At the end of the interview, information required for debriefing was presented 
to the participants. Furthermore, permission was sought to audio record the interviews for 
verbatim transcriptions and analysis. 
 
Since the researcher serves as the research instrument and can influence the data gathering 
process in qualitative research (Pezalla et al., 2012), it was important to acknowledge one’s 
personal values and assumptions. A personal journal, which included reflections of the 
researcher’s own experiences, was kept to evaluate any personal views (Creswell, 2014). 
More information in this regard is presented in the self-reflexivity section of this chapter.  
 
3.8. Data Analysis 
Thematic analysis is utilised for the purpose of identification, analysis and reporting of 
patterns (themes) within data. Yet, Braun and Clarke (2014) caution about the loose 
application of thematic analysis without a theoretical grid. Hence, while the use of language 
in constructing the realities of women was implemented under the lens of social 
constructionism (Cheetham & Cheetham, 1976), the socioecological model of health 
promotion enabled the understanding of these constructions along levels of the individual, 
relationships, community, and society (WHO, 2020b). The following in the thematic analysis 
are outlined next (Braun & Clarke, 2014).  
1. Familiarising oneself with the data: In this step, the researcher becomes immersed in 
the data by reading it multiple times. It involved an active exploration of meanings, 
common phrases, ideas or patterns. For this research, this process included listening 
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to the audio recordings and personally transcribing all the interviews. Then the 
transcripts were read multiple times and notes were made on the various emerging 
points, ideas and patterns. 
2. Conduct an initial coding: This phase involved coding the data by underscoring 
sections in the transcripts such as phrases or sentences and organising data into 
‘codes’ to describe their content. 
3. Collate codes into themes: After the identification and selection of codes, the focus of 
analysis shifted to the development of themes. Themes are broader than codes and 
several codes are usually combined into a theme. 
4. Review themes: The purpose of this phase is to ensure that the selected themes 
represent the data meaningfully and accurately. Data from each code were collected 
and arranged under relevant themes. Then, themes were compared against the data 
set in order to ensure that there was a good fit.  
5. Define and name themes: This phase involved ‘defining and refining’ themes. Defining 
themes involved revisiting the data extracts within themes and arranging them to 
form a consistent account. Naming themes needed to be concise and provide a clear 
idea of what each theme is about. In this regard, alignment to concepts in the 
socioecological model of health promotion was necessary. 
6. Produce a report: This phase follows the setting out of all the themes and includes the 
final analysis and write-up of the report. This step also acted as a final assessment of 
the effectiveness of the themes individually and in association with the entire dataset. 
Linking the topic of focus to existing research and literature as well as merging it into 
results and discussion, provided for a deeper understanding of the analysis. 
 
3.9. Ethical Considerations 
The research participants in this study were considered a vulnerable group since they were 
from low-income, disadvantaged background and were diagnosed with MDD. To protect and 
promote the wellbeing of the women, high ethical standards were followed during this 
research. To ensure that the ethical protocol was acceptable, the research gained approval 
from the University of Johannesburg’s Humanities Research Ethics Committee (REC-01-128-




Since participants were recruited through a local organisation, permission was sought in 
writing from the organisation. Yet, to protect the identity of the women, the permission letter 
was not included in the appendices to this study. Relevant steps were also taken to ensure 
that the research participants were not identified by the organisation. However, the research 
also needed to benefit the organisation and the women by informing mental health care. The 
results of the research study will therefore be made available to the organisation in a manner 
that respects the principle of confidentiality. It is foreseen that the results could contribute to 
understanding the unique experiences of the women in the area, enabling the organisation 
to partner with other organisations working in the area (if required) to provide a 
comprehensive support system to promote mental wellbeing.  
 
The ethical protocol upheld for this research were as follows (Health Professions Council of 
South Africa [HPCSA], 2016; University of Johannesburg [UJ], 2007):  
1. The principle of non-maleficence: Participants were not subjected to risks or harm during 
the research process. Participants were given sufficient information about the nature and 
effects of the study including consequences, risks and benefits so that they could make 
an informed choice about participation. Various organisations contact details were 
provided to the participants, for debriefing counselling sessions after the interviews if 
required. 
2. The principle of autonomy: Participants were treated with respect and were given the 
opportunity to make an informed decision about their participation in the research. 
3. Informed consent: Participants were made aware of the aims and objectives of the 
research as well as the risks and benefits so that could voluntarily provide informed 
consent to participate in the study. Participants were informed about their rights to 
abstain, withdraw, revoke their consent at any time without suffering prejudice or 
reprisal. 
4. Relationship with research participants and research objects/ Respect for research 
participants: Participants rights to respect, freedom, dignity, privacy and right to remain 
anonymous and bodily and psychological integrity were always upheld. Data from 
interviews were only used after informed consent was received in writing. 
5. The principle of confidentiality: Pseudonyms have been assigned to participants in order 
to protect their identity and to promote privacy. All material that contains personal 
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information about participants have been collected and stored in password-protected 
folders. Audio files and transcripts from the interviews will be destroyed two years after 
publication of the research. The confidentiality of research data or other disclosures made 
by participants have also been protected. 
6. Relationships with the community: Research findings will be made accessible to interested 
parties in the community without violating anonymity or undermining confidentiality of 
research participants. Where requested, research findings will also be made available to 
the participants via methods that are convenient for them. 
 
3.10. Trustworthiness  
Steps were taken to ensure the trustworthiness of data in accordance with Lincoln and Guba’s 
four strategies to promote rigour in qualitative research (Amankwaa, 2016). Credibility of the 
study, which refers to the internal validity was assured through the recruitment of individuals 
who met specific selection criteria to participate. Furthermore, the setting of the study was 
described in detail. Dependability, or the reliability of the study, was dealt with by asking all 
participants similar semi-structured questions. Transferability or the extent to which the 
findings can be generalized was precluded in this instance, due to the small sample size used 
in this research. Finally, confirmability, or objectivity, in the current study was enhanced by 
presenting the qualitative findings to an objective person not included in the study for a 
second opinion on the emergent themes. This person undertook a manual analysis of the 
themes and checked them for correspondence with the themes identified by the researcher. 
 
3.11. Study Limitations and Delimitations  
Two apparent limitations were clear in this study. First, participants were women who 
displayed help-seeking behaviour. Therefore, the findings cannot be extended to all women 
with depression in Westbury. However, the aim of this qualitative study was not 
generalisability but rather to gain insight into how women in Westbury experience depression 
in the community context. Second, in respect of the methodological limitations, a qualitative 
approach to the research using purposive sampling and a semi-structured interview guide 
may have restricted the kind of data attained. However, the strengths of these approaches 




The delimitations of this study are also important to outline. First, this study did not explore 
co-morbidities of participants. An exploration of co-morbidities may have allowed for further 
understanding of how the co-existence of mental illnesses may have influenced the 
participants lives. Second, the family history, the reactions of loved ones to the participant 
diagnoses of depression and participant views on medication were not explored. These 
elements too, could have allowed for a more in-depth understanding of the experiences of 
the participants. For this reason, these elements are recommended for future research 
studies.   
 
3.12. Self-Reflexivity  
Self-reflexivity refers to the thoughtful, self-aware analysis of the intersubjective dynamic 
between the researcher and research participants (Gough, 2017).  Reflexivity involves the 
researcher being aware of the biases, values, and experiences that they bring to the study, 
and where necessary, recognising these biases as a limitation (Creswell, 2014). In essence, it 
alludes to recognising the contexts that influence the research processes and subsequent 
information produced.  
 
Self-reflexivity forced me to be self-aware within the research process. Prior to undertaking 
this research, I was engaged with my own story, located in my social context and history. My 
earliest memory of my experience with depression was of me as a young girl, bearing witness 
to the ravaging effects of depression amongst women, both in my family and in my 
community. I was raised in community that was negatively impacted by social, political, and 
economic factors and it was these factors that had a direct influence on the women’s 
experience of depression. I recalled listening to the stories shared by the women I knew. 
These were stories of helplessness and emotional pain. Reflecting on these experiences, I 
remembered seeing the passion for life disappear from their eyes and thinking how they 
merely existed and no longer lived fully due to their circumstances. One of the women I 
remembered was a close family member. My ability to perceive her pain meant that I had 
also unconsciously assumed a ‘carer’ role. These dynamics were illuminated through 
consciously processing and working through my own childhood journey while undertaking 
this research. Ultimately, this experience also reminded me of why I was led down the path 
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of a career in a helping profession even prior to my studies in clinical psychology since I am 
also a social worker.   
My own story thus influenced the choice of some of the research questions selected for this 
study. For instance, I was interested in exploring community support available to the women 
I interviewed. Furthermore, questions such as ‘how do you understand your experiences of 
depression in your everyday life’ sought to provide the women I met with a platform to share 
their unique experiences in a manner that had meaning for them, and for their stories to be 
heard by others. A question exploring the factors that triggered women’s depression was also 
included in this study, namely, ‘what do you think caused your depression?’ As a young girl, I 
witnessed how the women in my community deteriorated psychologically, emotionally and 
physically, often wondering about what may have brought on such incredible sadness. This 
question specifically sought to explore what factors, unique to the community of Westbury, 
impacted women’s experience of depression.  
 
Some of my personal experiences also assisted me in making sense of the research 
participants social and emotional experiences and helped me to respond to them with 
empathy, respect and understanding. However, I had to be mindful of the power balance 
between participants and myself. In particular, my distinctive characteristics as a belonging 
to a different age, educational, socio-economic, cultural and race group needed to be 
considered. Our intersecting identities, one of researcher and participant, and the 
accompanying power dynamics needed to be acknowledged. My position of privilege and 
power which located me as the ‘outsider’ required that I showed respect and understanding 
through immersing myself in the women’s context. Acknowledging my social position and 
assumptions during the research process through the reflexive process allowed for an 
increased respect for the meaning that women assigned to their experiences.  
 
This power dynamic occasionally gave rise to me being considered a ‘rescuer’ as I was viewed 
as an advisor or an agent that could bring about relief for the women’s psychological, political, 
and socio-economic challenges. In particular, I had to be mindful not to impose my own 
values, biases, assumptions and interests on the participants (Dixon & Chiang, 2019) and to 
make my position as a researcher clear. As such, I consistently honoured the women’s voices 
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by ensuring that their experiences were valid and by ensuring the accurate reflection of these 
voices in the research process.  
 
Whilst I have described prospective reflexivity thus far which underscores the impact of the 
researcher on the research, retrospective reflexivity on the other hand focuses on the effect 
of the research on the researcher (Attia & Edge, 2017). After the interview process, I was 
aware that listening to the painful stories shared by the women was emotionally draining for 
me as it triggered on occasion feelings of helplessness, anger, sadness, and fear amongst 
others. Fenge et al. (2019) point out that listening to difficult narratives may evoke different 
feelings in the researchers as they come face to face with issues of social injustice, inequality, 
and powerlessness. Due to my background, I was aware of the emotional impact on me as 
the researcher and was able to seek out and access professional support for the purposes of 
self-care. In addition, my different roles and identities of being a woman, social worker and a 
mother were present during my interaction with the participants. Researcher positionality 
involves recognition of the multiple roles and identities that they bring to the research 
process, including their backgrounds, relationship to the topic under study, experience, and 
previous professional status (Fenge et al., 2019). Although my researcher identity was 
maintained throughout the process, I was aware of the temptation for the different identities 
and roles to surface. I found myself also spontaneously empathising, containing and offering 
support to the women amidst their pain.  
 
From a social constructionist perspective, I was mindful of how I was impacted by the stories 
told by the participants specifically around the role of women in society, as well as the 
vulnerability of women in communities riddled with violence. Furthermore, given that my 
academic training in social work and psychology was largely influenced by Western 
philosophy, I had to be cognisant of the dominant discourses that influenced my thinking and 
the subsequent influences on the women and on this research study. As pointed out by 
Mortari (2015), the reflexive practice is an important aspect in research as it allows the 
researcher to become aware of how their personal framework and reasoning influence the 
research process. A consideration of these potential factors that may have influenced the 






This chapter set forth the research paradigm, research design and methodology which 
informed the current study. It further provided information on the participants of this study, 
and the way in which data was collected and analysed were specified. An overview of the 
ethical implications, limitations and self-reflexivity of the researcher was also included in this 



















Chapter 4: Research Findings 
 
4.1. Introduction 
This chapter presents the findings pertaining to women’s construction of depression that they 
experience in the prolonged community violence in Westbury. The findings are organised into 
three main sections. Firstly, women’s personal conceptions of depression are presented. 
Secondly, the interview data on constructions of depression were analysed according to  
individual, social, and community factors. These factors were identified in line with the 
socioecological model of health promotion. Thirdly, the required support mechanisms 
identified as most pertinent by the women, in line with the individual, social, and community 
levels, were discussed. Importantly, throughout these themes, the language that the 
participants used to ascribe meaning to their experiences is considered, as language is the 
central tenet of social constructionism (Geldenhuys, 2015; Losantos et al., 2016).   
 
4.2. Research Findings  
4.2.1. Personal Conceptions of Depression  
The first point of inquiry was to establish how the women communicated their broad 
understandings of the term ‘depression’. Jo-Anne2 described depression as an experience of 
stress, confusion, and emotional distress that could lead to physical ailments:  
“They told me that I got a lot of stress, and it could lead to a stroke or something, 
because I'm stressing, I'm worried, I'm emotional, I'm all over the place, I'm halfway 
mixed up. [The doctors] gave me some medications”. 
(Jo-Anne) 
 
In Jo-Anne’s case, the medical doctor’s diagnosis of depression played a role in embedding 
her definition of depression in the realm of physical conditions. This is evidenced through her 
expressing the possibility of a stroke. In this case, the strength of the medical discourse in 
identifying and validating depression is portrayed.  
 
                                            
2 Pseudonyms assigned 
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On the other hand, Anna, who was diagnosed by a clinical psychologist, described depression 
in relation to feelings of emotional pain, loneliness, a lack of support, and agitation: 
“I really don't really understand it, but it's something to do when you, you know, when 
you hurt and you've got nobody to listen to you or to talk or to do anything, firstly you 
become depressed and small things work on your nerves, and society also works on 
your nerves”. 
  (Anna) 
 
Similarly, Susan defined depression in terms of emotional factors such as overthinking, 
hopelessness, and demotivation.  
“Depression, from my understanding, is when you have too much on your mind, and 
you [let] it get hold of you … you just want to be alone and sleep all day, you basically 
have nothing left, you feel like there is nothing left for you, you cry too much and you 
just sleep your life away, [you] just give up”. 
(Susan) 
 
Finally, for Cindy, depression was an experience that she could not fully comprehend. In 
response to the question of how she would describe depression, Cindy said:  
“I can say it's going through some stuff … it's something really, you cannot express 
yourself…. People ask you questions [and] you can't even explain … you’re facing 
something you have no control over”. 
(Cindy) 
 
On an individual level, the different ways in which the women define depression is 
highlighted. These differences vary from describing depression as a physical illness to 
expressions of emotional turmoil. In some instances too, participants could not find the words 
to describe depression, indicating that the experience of depression could not always be 
communicated in language. Instead, participant emotions, which included expressions of 
powerlessness, hopelessness, frustration and pessimism, were evident throughout the 
interviews. In this regard, the fact that depression affects all cultures and is subsequently 
expressed differently was evident through the use of language like “stressing”, “hurt”, and 
“nerves” (Loveys et al., 2018).  
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From an intervention perspective, these varying definitions and descriptions can be 
problematic, as it does not provide a clear consensus on the kind of support required by 
women. Furthermore, the role of the context in which the women live does not emerge in 
these descriptions. Hence, to better understand depression and inform intervention practices 
in Westbury, the socioecological model of health promotion was used as a lens through which 
a holistic construction of depression could emerge. Due to the fact that the model considers 
the interplay between individuals and the social environment (Ihekweazu, 2019), this kind of 
analysis was possible.  
 
 4.2.2. Depression Viewed Through the Lens of the Socioecological Model of Health 
Promotion 
Three main factors were explored within the socioecological model of health promotion, as 
they relate to how the women constructed depression. This model guided the understanding 
of:  
1. how the women constructed their day-to-day experiences of depression on an 
individual level; and 
2. how social and environmental (community) aspects influenced depression – these 
were the first two aims of this research study.  
Section 4.2.3 explored the support mechanisms needed by women, in line with the third 
research aim.       
 
4.2.2.1. Individual Factors 
In terms of individual factors, depression was constructed in four ways:  
1. emotionally; 
2. behaviourally; 
3. physically;  and  
4. cognitively.  





Merriam-Webster (2020) refers to emotion as the “conscious mental reaction (such as anger 
or fear) subjectively experienced as a strong feeling usually directed toward a specific object 
and typically accompanied by physiological and behavioural changes in the body”. The 
women in this study outlined three predominant emotions associated with depression, 




From as early as 1985, depression has been linked to elevated levels of irritability (Snaith & 
Taylor, 1985; Stringaris et al., 2012). This study’s findings were no exception. Cindy reported 
feelings of irritation when communicating with people. These feelings are depicted in the 
following statement:  
“It's like when people talk, it's like they irritating you. You know, you just feel you want 
to be in a corner and alone”. 
(Cindy) 
 
Anna described her irritability in relation to her children:  
“You know there's days when it's good, and there's days when it's bad…. I can be happy 
one minute, then the next minute I just change and then I start fighting with the kids 
and everything starts working on my nerves, for no reason. Even if they’re watching 
TV, then I can shout from my room, 'The TV is too loud, please put it off'“.     
   (Anna) 
 
Jo-Anne experienced similar feelings of irritability, as demonstrated:  
“I end up screaming and shouting for something that's not even there.  We fight a lot. 
I tend to assume things. I say things I'm not supposed to say, because in my mind I 
think all these things exist and because maybe my son, or my kids, they now upset me 
right?”. 




For Alisha, her irritability appeared to be triggered by the failure to distract from persistent 
negative thoughts (ruminations) resulting in feeling a loss of control. She alludes to these 
feelings below:  
“I wake up very irritated and I'm very irritated with myself because the more I try and 
think positive thoughts, seeing myself in front of a beach looking at the waves moving 
- it's not working anymore”. 
   (Alisha) 
 
Irritability was regarded as a mood symptom in the criteria for depression, yet has been 
excluded in the DSM-5 (APA, 2013; Stringaris et al., 2012). Despite this exclusion, research 
into depression finds that irritability is common and a feature alongside increased suicide risk, 
low self-esteem, and other challenges (Balbuena et al., 2016; Ellis et al., 2013). Judd et al. 
(2013) noted that overt anger and irritability was present in more than half of respondents in 
their study diagnosed with unipolar major depressive episodes. Similarly, Hisli Şahin et al. 
(2011) found that irritability led to internalized anger and aggression, poor interpersonal 
relationships, negative self-perception and an increase in anxiety of individuals who 
experienced depression. In this study, women who experienced irritability described the 
emotion in a way that negatively affected their interpersonal relationships as was seen with 
Cindy, Anna and Jo-Anne.  
 
Hopelessness 
Feelings of hopelessness also dominated how women experienced their depression on a daily 
basis. Cindy’s disclosure was reminiscent of a loss of control over her circumstances which 
resulted in her feeling hopeless:  
“You know you have no control over it, it's something really”. 
(Cindy) 
 
Pam and Jo-Anne used words such as ‘no way of getting out’ and ‘I don’t even know how to 
help myself’ to depict their experiences of feeling hopelessness. Pam attributed the cause of 
her depression to a lack of family support, particularly the support of her mother whom she 
described as being emotionally absent. Jo-Anne constructed her experiences of depression as 
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struggling in isolation and finding no resolve for her problems. Feelings of hopelessness when 
considering if their circumstances would change come through in the extracts below.  
“With depression what I will think about is when I'm all curled up in my own little space 
and there's just no way of getting out of what I'm going through. The struggle is just 
having nobody around, nobody to speak to, nobody that can understand, nobody that 
is there”.   
                                                                                                                                         (Pam) 
 
“I don't know where to or how to, what else I can do. Before I was in this situation, I 
could maybe help and advise someone else…but now that I'm in this situation I don't 
even know how to help myself…you can't get out”. 
                                                                                                                                    (Jo-Anne) 
 
Feelings of hopelessness described by the women are defined as “a psychological response 
to negative events, which consists of negative expectations regarding one's future and 
expectations of powerlessness in changing one’s future” (Wati et al., 2019, p. 387). Overholser 
et al. (2015) furthermore identified hopelessness as a key ingredient in clinical depression 
which results in not having control over circumstances, leading to the inability to problem 
solve. These emotions certainly come through in Cindy and Jo-Anne’s quotations where 
feelings of being out of control or entrapped were communicated.  
 
Changed Experience of Self 
Depression in this study was also typically associated with a changed experience of self. The 
American Psychological Association (n.d.) defines the ‘self’ as “the totality of the individual, 
consisting of all characteristic attributes, conscious and unconscious, mental and physical”.  
 
With regard to being diagnosed with depression, both Alisha and Pam described a loss of their 
former self. Alisha described her loss of an optimistic view of life as well as her usual manner 
of relating to her sons. Pam’s disclosure of experiencing negative thoughts, were painfully 
described as unusual behaviour. Both women suggested that they no longer functioned as 
they previously did.  
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“The fact that I can feel I'm not positive anymore. You try and be positive and then if 
my sons ask me something, I'm overreacting, and that's not my normal behaviour”. 
                       (Alisha) 
      
 
“I think a lot but ugly thoughts... (crying) ... it’s not like the person that I am”.  
                                                                                                            (Pam) 
 
Susan, too, spoke about depression resulting in a disconnect from her former self, resulting 
in a deterioration of self-care. In a similar manner, Anna described her loss of identity as a 
woman and a mother:  
“You hardly look at yourself in the mirror. You hardly even feel beautiful. You don't feel 
yourself. You don't take care of yourself. It's just like you living without knowing who 
you really are… You'll never make yourself pretty. You'll never dress pretty. You always 
will be in pyjamas and sleeping all day. You don't even brush your hair”. 
(Susan) 
 
 “I became like this after the depression… like if somebody see me, they will say I look 
like a beggar… I don't see myself anymore as a mother or as a woman”.  
(Anna) 
 
Jane experienced similar feelings to Anna in terms of being unworthy in her roles as a woman 
and a mother:  
“For me as a woman I feel like I'm not doing enough. I'm not woman enough... woman 
always need to be strong… they always the carers… they always the responsible one. 
It makes me feel like I'm not worthy to be a person, or to be alive, because this is no 
way for a person to be suffering, or to be like sad or you know?” 
                 (Jane) 
         
The women’s construction of depression entailed descriptions of a change in their experience 
of the self. These included descriptions of a lost self, an unacceptable and unworthy self as 
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well as an inadequate self, particularly in relation to the negative view that the women held 
of themselves due to failing to meet both personal and internalised social expectations.   
 
Western (2013) points out that instead of having a cohesive self, depressed women present 
with various, developing selves and identities to fit their contexts. Moreover, Kopala-Sibley 
and Zuroff (2020) argue that individual differences in sense of self may not just result in 
vulnerability to depression but also influence the expression and severity of symptoms among 
depressed individuals. The findings of this study seem to be in line with other South African 
studies on women’s experience of depression which illuminated depression as an experience 
of a changed personality to include an adverse sense of self (Dukas, 2016). Depression, in this 
study, led to a loss of self, particularly in relation to the negative view that the women held 
of themselves due to failing to meet both personal and internalised social expectations. The 
self and identity, as explained by Oyserman et al. (2012) are products of society, orchestrated 
by a social context, which in turn influences how a person defines themselves in the moment 
and how a person views themselves and their abilities. It is for this reason, that the social and 
community factors that influence depression are also explored in this study. Yet, prior to 
engaging with them, the behavioural, physical and cognitive aspects of experiencing 




All the women in the study indicated past suicide attempts whilst two of the women indicated 
current suicide ideations. For Pam, one of the women who experienced suicidal ideations at 
the time of the interviews, a changed experience of self, led to her feeling isolated and 
worthless, despite having the support of her children and husband:  
“Ok...(pause)...I just think of ugly things I think that...(pause)...by me being here is not 
beneficial to anybody...(pause)...not even to my children...(crying)...or my husband, I 
think about killing myself...(crying). You know the struggle is just so real, not having 
anybody on your side. I've got a living mother that doesn't care… The struggle is just 
having nobody around to speak to or who can understand. Yes, there's always finance 
that's the big problem but there's ways around things if you like got that support 
structure. Although my husband is very supportive, really he's a darling, it's just not 
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having anybody there. I'm all alone and it feels like I'm all alone but yet my kids are 
there, my husband is there but there's just nobody that can understand...(crying)... As 
much as I want to be there for my children, I feel like they better off without me… 
                 (Pam) 
 
Prominent in Jane’s quote was also the link to her suicide attempt, which was due to a lack of 
support from her family as well as from her children’s father. Jane’s suicide attempt was also 
linked to lone parenting and unemployment, which increased her stress levels and elevated 
her feelings of loneliness. 
“Ja, like when you say you can't deal with something then your thoughts start to get 
in the way where you just want to commit suicide. I can remember when I was still 
living with my kids after, the pressure is too much, children is too much, he doesn't 
want to support the children, he doesn't want to do nothing, I'm not working. I felt 
alone. My family wasn't there and I didn't speak to anyone. So, this one day I just 
decided you know what, I tried to commit suicide. I was rushed to hospital”. 
                 (Jane) 
 
Anna’s feelings of frustration and powerlessness to change or control the violence in her 
home together with despair and helplessness were linked to her suicidal ideation as depicted 
in the extract below.  
“They were fighting again the one night. I couldn't even stop them and my son tried to 
speak to them. If it's not for my grandchildren, seriously, you know they give me hope 
for living. But I'm at a stage where I can just take my things or go as I am, and just walk 
anywhere, or like committing suicide”. 
                 (Anna) 
 
Depression, as constructed by the women in this study, included past suicide attempts as well 
as current suicidal ideation. The women collectively identified feelings of isolation, 
hopelessness and worthlessness which led to them considering suicide as way out for their 
experience with depression. Dukas (2016) made similar findings in her South African study 
with depressed women, pointing out that suicidal ideation was linked to women wanting to 
escape their living conditions. Dukas (2016) also pointed out that suicide itself has a negative 
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ripple effect on families and non-fatal suicide attempts could lead to long-term disability or 
injury. A manner in which the need to escape is presented behaviourally, (apart from 




Arising from the feelings of irritability when communicating with people, Cindy described her 
decreasing tolerance for social interactions: 
“You know sometimes you feel just you can close the door, you want to be alone… 
when people talk, it's like they irritating you. Yes, when you're not alone it's like even 
getting worse, when you're alone you are much better”. 
(Cindy) 
 
Anna and Susan, too, shared their experiences of withdrawing from people and preferring 
their private space. For Anna this was accompanied by a lack of interest in eating or self-care.  
“You know what…if it wasn't now for being with [my friends], then I won't come out of 
my room. I'll just stay there in my room, I just feel like being alone, I don't even care 
whether I eat or wash or.... I just lock myself up”. 
(Anna) 
 
“Basically…when you're depressed, you don't have lus for (long for) nobody, you just 
want to be in your own corner, own space, own closet…you understand?” 
(Susan) 
 
Jo-Anne described her experience of depression as withdrawing from people and avoiding 
attention at social gatherings. In the extract below, she alludes to feelings of worthlessness 
and a lack of confidence in social roles. Feelings of helplessness, shame and sensitivity to 
criticism contributed to her social withdrawal. 
“If I am maybe in a group… or a family gathering, I won't go between people I'll find 
the nearest corner and that's where I'll stay. I will not come out from there and I won't 
talk to other people. I try not to be noticed or seen. I've got so much going on with 
myself that if I'm depressed… I'm always crying. The only thing that comes out of my 
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mouth is 'oh, how are you?' Then people look at me and the first thing they notice is 
the tears. Then they say, 'Oh she's depressed. Just leave her'. So I've already told 
myself, you go the nearest corner… you don't be noticed, you just hide over there”.   
(Jo-Anne) 
  
These findings on social withdrawal are reminiscent of other studies such as Fernández-
Theoduloz et al. (2019) who found that social withdrawal is prominent in individuals who have 
been diagnosed with depression. In severe cases of depression, the wish to avoid or escape 
social situations is manifested in marked reclusiveness (Beck & Alford, 2009). Moreover, social 
disturbances in individuals with MDD were found to be more consistent and debilitating and 
included a loss of interest in communicating, rejection sensitivity and an inability to engage 
in social roles (Kupferberg et al., 2016). In some instances, the need to avoid social situations 
were made possible through the misuse of substances.  
 
Substance Misuse 
All participants indicated using some form of medication or substance to cope with their 
depression. Jane, Anna and Alisha indicated that they had used substances to help them sleep 
and avoid discussing their problems. 
“It was just something to calm me down and just to give me that quiet space. The drugs 
make you sleep a lot… but you wouldn't think about your problems”. 
                                                                                                                 (Jane) 
   
“Yes, you know that I don't want to talk and then I go to the bottle, to the alcohol”.  
                                                                                                                          (Anna) 
 
“Back then, I use to drink 8-10 Myprodol a day. Then Bioplus - the big bottle. You live 
on that.  
                                                                                         (Alisha) 
 
It is well known that MDD often coexists with alcohol and drug use. In this regard, the self-
medication hypothesis highlights the self-reported use of substances such as alcohol and drug 
use for dealing with feelings of depression and anxiety (Turner et al., 2018). The women in 
56 
 
this study disclosed using substances to help them improve their sleep, avoid social situations 
and distract them from worrying and thinking too much. These substances included drugs, 
alcohol and over the counter pain medication. While some substances were used purely to 
subdue emotional experiences, over the counter drugs like Myprodol were also used to 
alleviate bodily pain as part of the physical experiences of depression.   
 
Non-adherence to medication 
Most of the women in this study indicated the discontinuation of prescribed medication 
without consulting the treating physician stemming from their personal choice. Some of the 
reasons are depicted in the extracts below: 
 
” Uhm when I came out of Akeso I stayed on the medication for  3 months and then I 
weaned myself off, because I live in a community where everybody's on drugs, they 
take HIV tables and crush it and smoke it in some way.  So, for me wanting to take 
drugs was very difficult, I could barely get the tablets down my throat, even a 
Panado”. 
          (Alisha) 
“ I thought I was, I'm right I'm cured and, I was, I had, life was good, there was no 
problems no stress and I just realised no let me just stop and don't make myself too 
use to this tablets and all these things”.   
           (Anna) 
“I don't take the medication that they give me, so I don't...that is why I'm not like 
 getting better or I don't know, I just don't like to be under a trance. I maybe take it 
 for the first week or so and then I just leave it”. 
 (Pam) 
 
“Yes, so, what would happen, the anti-depressant pills actually makes a person feel  
worse, so I stopped using it, I don't go fetch it at the clinic anymore, I just believe in  
God, God is in control”. 
           (Susan) 
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Factors outlined by the women in this study in support of non-adherence to medication 
included:  fear of addiction to prescribed medication, symptom improvement, feeling 






Both Alisha and Jo-Anne described body pains in the extracts below: 
“So you always have the symptoms of muscular skeletal pain, severe migraine pain, so 
severe that it's like lightning bolts in your head and dots in front of your eyes, that go 
orange or black and then you go at one time totally blind”. 
(Alisha) 
 
“It's a lot of pain, I get headaches, suffer with a lot of headaches, severe headaches, I 
get stomach pains. My back, my everything of my body pains so all I want to do is I just 
want to lay there, look for Myprodol and just lay there and do absolutely nothing”. 
                                                                                                                    (Jo-Anne) 
 
Jane described how her physical symptoms, which she attributed to over-thinking and lack 
of eating, impacted her role as a mother due to lack of energy. 
“Just headaches, because of the not eating, thinking too much, you have no energy”. 
                                                                                                                 (Jane) 
 
With regard to physical experiences of depression, a lack of appetite, muscular skeletal pains, 
blurred vision, headaches, backache and decrease in energy levels were felt. Somatic 
complaints also resulted in medical consultations as well as the use of over-the-counter 
medication to treat pain. These descriptions concur with an earlier study of South African 
women in which Mosotho et al. (2008) found that somatic complaints were the main feature 
of their depression. Mayston et al. (2020) point out that globally, individuals experience 





Anxiety is a psychological experience commonly associated with depression. In this regard, 
Pam suggested that her depression included experiences of anxiety:  
“I'll just get the anxiety, it's like my heart will be so fast that I feel there's a blockage 
here and I can't breathe”.  
           (Pam) 
 
Alisha and Anna too reported comorbid anxiety with depression, which manifested in physical 
symptoms such as chest pains, panic attacks and tremors.  
“The chest pains, panic attacks, always shaking like now even the leg is shaking”.                                                                                                                                                                
                                                                                                                 (Alisha) 
 
 
“Yes, you know there's times when my heart, it beats so fast and then I just black out, 
then when I'm getting back then I can't remember what really happened?” 
                                                                                                                 (Anna) 
 
Both anxiety and physical body pain featured in the women’s experience of depression. In 
South Africa, MDD was found to be co-morbid with multiple psychiatric and medical 
conditions and substance use disorders (Nglazi et al., 2016). A final aspect of the individual 




In addition to the emotional, behavioural and physical experiences of depression, the women 
in this study often relayed the repetitive nature of thinking, which exacerbated their 
depression. The repetitive nature of thinking is referred to as rumination and are captured by 
the quotations below:  
“Stress and overthinking. Ja, I'm sure it is, because it starts with that, the words that 
  playing back in your brain, makes you feel more depressed. “ 




            “A thought that go over and over like why is this happening to me, what did I do to 
make this thing happen to me, I can't deal with this, it's like it's too much, it gets too 
much, you tell yourself it gets too much. It lasts long like when you think about, even 
when you try to sleep, your mind is still racing”. 
                                                                                                                           (Jane) 
 
“It's like I'm repeating myself, but why am I repeating myself and you don't have an 
end of anything or a solution”. 
                                                                                                                           (Cindy) 
 
The most common negative thoughts reported by the women included self-blame for their 
depression, regrets, and preoccupied thought about their problems. This repetitive thinking 
was related to exploring potential causes as well as solutions for their problems. Lack of 
success in finding solutions despite rumination also emerged during the interviews. Beck and 
Alford (2009) identify cognitive manifestations of depression as including distorted attitudes 
toward self, negative self-evaluations, self-blame, distortions of body image, and 
indecisiveness. The women identified all of the aforementioned manifestations on an 
individual level. Yet, social and community factors are also a feature of how depression is 
experienced.  
 
4.2.2.2. Social Factors 
In addition to the ways in which depression was experienced and constructed on an individual 
level, three main social experiences were linked to the ways in which depression was 
constructed. These were intimate partner abuse or infidelity, conflictual family relationships, 
and the burden of caring for children. 
 
Intimate Partner Abuse or Infidelity  
The multiple participant statements hereunder reveal that the women in this study were 
exposed to domestic violence perpetrated by their intimate partners. Susan related her 
experiences of depression in terms of her relationship with her ex-partner, describing how he 
exacerbated her depression by violating her trust and being emotionally and verbally abusive. 
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“I [was] dating this guy … I dated him for 14 years. I just left him last year. He made 
my depression worse, because it was someone that I trusted … but then the dude, he 
decides to emotionally abuse me ... he just emotionally abused me, then it became 
physically, he just land me more into depression”. 
(Susan) 
 
Jane linked her suicide attempt to her partner’s infidelity and to the sole responsibility of 
caring for her children.  
 “My kids were born already. I think it was maybe 2007 or 2008. My children's father 
started cheating on me and I said you know what, I'd rather let him keep the children 
and I will rather die. So, I drank pills again the second time, but it didn't work”. 
(Jane) 
  
Jo-Anne’s account contextualises the onset of her depression. She identified her partner’s  
affair as resulting in her withdrawing and feeling inadequate, and admitted to experiencing  
feelings of loss, rejection, abandonment, and confusion. She also blamed herself, constructing 
herself as not good enough.  
“The very first time was, oh, many years ago I think about ... my son is 15, he was I 
think at the time.  Uhm, my partner had an affair with someone, and he chucked us 
one side.  I think it (depression) started from there.  Because then I just started 
withdrawing myself, like why am I not good enough, and why, there's everything here, 
why would he choose to go to another woman, because there's nothing wrong here, 
no-one is fighting or arguing, nothing is out of place”. 
(Jo-Anne) 
 
Throughout Alisha’s interview, she constructed her depression as a product of the distress 
experienced in her former marriage. She experienced the relationship as being unequal in 
power, disrespectful, controlling, humiliating, and violent. Her experienced loss of identity 
and autonomy, and feelings of powerlessness are further emphasised in her statement below.  
“He talks down to me, he disrespects me in front of the children. Even dressed like how 
am I dressed today, he got a problem with this. You're not allowed to grow long nails, 
not allowed to colour your hair, not allowed to wear make-up, so I have to hide the girl 
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I am. I have to live according to his standards, or else you get pushed around, pushed 
to the floor, pointed in your face with a finger, and he’s got sharp nails and it hurts. 
Then when you’re lying on the floor hurt, he will look at you and tell you 'Why you there 
on the floor? What did you do to yourself?' And I must hear I have a mental problem”. 
(Alisha) 
 
Within their intimate relationships, women link their depression to abuse, rejection, betrayal, 
inequality, abandonment, and helplessness. These occurrences where MDD is linked to 
intimate partner violence is, unfortunately, a common occurrence among South African 
women (Okafor et al., 2018), but the experiences of intimate partner violence are also known 
to drive feelings of anxiety and PTSD. While for some of the women in this study, intimate 
partners were the only source of domestic violence; others also reported experiencing 
conflict in their relationships with other family members, exacerbating their experiences of  
depression.  
 
Conflict in Family Relationships 
Absent, critical, and abusive mothers featured significantly in the women’s accounts of their 
depression. The role of the participants father’s in their on-going depression, perhaps as a 
finding in itself, was not a point of discussion brought up by any of the participants. 
Experiences with mothers associated with depression were: a lack of support and 
encouragement; childhood abandonment; childhood abuse; and criticism from mothers.  
 
Pam gave an account of how her mother’s lack of support and encouragement played a role 
in her diminished desire to live. Similarly, Susan identified a lack of support and on-going 
conflict with her mother as drivers of confusion and anxiety, as evidenced in the statement 
hereunder:   
“That plays a big role, because as much as I'm a mother and a wife in my own 
household, I just sometimes need my mother, but she's not there. It's like she doesn't 
want to see me go anywhere in life. She's the person that brings me down to my lowest 
point, there where I even feel that I don't want to be around, life without me will be 






“My mother has five of us. I'm the eldest, then she has the middle one, then she has 
the baby, then she has the twins. Out of all of these kids that she brought up in this 
world, it's like I'm the only problem in her life. She will turn all my siblings against me 
for no reason. My mother didn't treat me [well], and she still doesn't.... She’ll never 
want to see me want to prosper in life. I don't know why”. 
(Susan) 
 
Alisha identified the abusive relationship with her mother as triggering her depression, which 
she felt she experienced from childhood. 
“When I was four, I stayed with my mother for a year and during that time, she broke 
both my arms, both my legs ... I still have plates in my legs”.   
(Alisha) 
 
Hassanzadeh et al. (2017) identify personal conflict with family as a stressful life event that 
increases the risk for anxiety and depression. This is supported by empirical studies such as 
Shapero et al.'s (2014) study that established a link between increased depressive symptoms 
in the face of stressful life events and a history of higher levels of emotional childhood abuse. 
Moreover, poor parenting styles associated with exposure to a controlling environment, and 
the absence of warmth and care are linked to escalated susceptibility to depression. 
Subsequently, a negative view of self and of the future, and negative perspectives of life 
experiences are escalated (Khajouei Nia et al., 2014). While the women in this study grappled 
with intimate partner violence and family conflict, they also experienced difficulties raising 
their own children, and as a result, the risk of intergenerational transmission of mental health 
disorders increases (Landstedt & Almquist, 2019).  
 
Burden of Caring for Children  
The findings in the previous section highlight that the absence of appropriate care can 
contribute to depressive symptoms. This aspect was certainly highlighted in the women’s 
constructions of depression. Similarly, caring for children in difficult circumstances can also 
adversely impact women, and can lead to intergenerational transmission of mental health 
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disorders (Landstedt & Almquist, 2019). This is due mainly to the stress related to parenting 
as well as being responsible for meeting the children’s material needs.  
 
Jo-Anne’s account of her motherhood challenges whilst living in a community where 
substance abuse and violence is rife are substantiated in the statements hereunder. Jo-Anne’s 
children’s behaviour caused her significant distress, leading to her feeling anxious, devalued, 
abused, worthless, and hopeless as a mother. 
“If your child doesn't want to be a part of whatever it is that they do out there, they 
will hit him right by the school, and they'll hit him every day to be part of it. So 
eventually, the child becomes a part of it. Then me, in the house, waiting for the child 
to come home, not knowing there's a little gangster going to walk in the door now and 
just wants to terrorise and traumatise the whole house…. So ok let’s sit and talk, 'This 
what you doing is not right'. Now that I expect my child to listen and understand what 
I'm saying, but I'm not expecting a blow back. He will say 'Hey, don't tell me blah blah'.  
So then it makes me feel hopeless and like a worthless mother. So, it's the morals and 
discipline that you instil in your kids I think that makes you a good mother. So now, my 
boys, oooooh I'm scared of them”. 
(Jo-Anne) 
 
In talking about her responsibility to safeguard her children, Jo-Anne described losing her 
financial independence and autonomy. She spoke of her distress from exposure to her 
children’s violent domestic behaviour. She also referred to their substance abuse throughout 
the interview. 
“I left my job, to try and stay at home, just to calm the situation, because they are 
running around with knives, stabbing each other (crying), my nine-year-old too”. 
(Jo-Anne) 
 
Cindy’s experience of depression was closely tied to her experience with motherhood.  She 
reported feeling sad, confused, disappointed, and helpless regarding her children’s choices 
despite her and her husband’s attempts at being good role models and providing for their 
children’s needs. Her children’s substance use and intermittent involvement with local gang 
activities impact negatively on her mood. 
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“What I'm going through is just the children, and I can see it's children that grew up 
in church. Children you know they’ve never struggle[d] … they cannot say we slept 
hungry, or whatever, but then at the end of the day they do wrong things, like all 
three of my four sons fall for drugs”. 
(Cindy) 
 
Jane referred to the financial pressure and responsibility women assume in providing 
childcare.  
“Financial, ja, kids want this and want that, and I can't afford it. I have to think about 
the roof over our head and to make sure there's food.  They’re constantly crying they 
don't have shoes to wear”. 
 (Jane) 
 
Most women identified the difficulty of  parenting in an environment such as Westbury as 
being stressful and as contributing to their depression. According to Ntshongwana et al. 
(2015), the prevalence of depression in Coloured and black African women is compounded by 
having to balance family and work responsibilities without support from fathers, since single 
parenthood (specifically single motherhood) is highly prevalent in these population groups. 
For South African parents, poverty places an added burden on their duty of parenting, due to 
the stress created by attempting to protect and provide for their children, resulting in hands-
off and inconsistent parenting practices (Ward et al., 2015). These characteristics are certainly 
evident in Jo-Anne’s case as she left work to care for her children, but then fights with them 
when she is irritable (as described in Section 4.2.2.1. when she screams and shouts for no 
apparent reason).  
 
The findings of this research reveal that despite parents’ efforts to raise their children well, 
the community also plays a significant role in children’s upbringing. Lourens's (2014) study on 
depressed women's emotional experiences of the mother-child relationship from a low-
income South African community established that children have behavioural difficulties 
linked to substance abuse, criminal behaviour, and disobedience. These factors negatively 
impact mothers with depression and, perhaps most disconcertingly, can lead to 
intergenerational transmission of mental health disorders. Given the community’s 
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undisputed role in the sustenance of depression, these factors, including the experiences of 
violence, are explored next.  
 
 
4.2.2.3. Community Factors 
Community Violence 
The women in this study recognised the effect of the community environment on sustaining 
and/or exacerbating their experience of depression. None of the women identified 
community violence as directly triggering their depression, but considered it to sustain their 
disorder, due to the fear, anxiety, and loss of safety arising from sustained exposure to 
community violence. To highlight the magnitude of violence experienced, Cindy described an 
armed robbery that occurred in her home: 
“I was just robbed once. They came here at night … a group of them. They just came … 
this guy point me with a gun, and they just went to our fridge and empt[ied] our 
fridge”. 
(Cindy) 
Anna described the unpleasantness of living in the community of Westbury: 
“Yes, when they burned down the Rea Vaya [bus rapid transit system in Johannesburg], 
and in our park there's always shootings, robbing people. They took my bag and they 
assaulted me and my daughter. They wanted phones from us, but we didn't have 
phones. It's not nice living here in Westbury”. 
(Anna) 
 
In addition to crime prevalent in the community, domestic violence is common: 
“So, there is a lot of domestic violence that happened and took place, too much”. 
(Susan) 
 
Gangsterism is also rife in Westbury and was identified as an element that negatively affects 
women’s moods daily. Alisha spoke of her experience of sexual harassment and shootings by 
gang members in the community, leaving her feeling vulnerable, unprotected, and fearful.  
“One guy actually told me … I'll give you R300. You'll enjoy yourself … the only thing 
you need to do is open your legs.  So then, you have to hide [your depression] because 
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you need to look strong. Because I don't have a protector; I never came with a 
bodyguard”. 
 
“We did go and buy bread, there was a drive by shooting and my son that's now 20, he 
was 17. He still pushed me to the floor, and before I could even cover him with my 
body, he was covering me with his body. I was upset with my son, I was like why are 
you covering me, I must protect you”. 
(Alisha) 
 
Jo-Anne also experienced diminished feelings of safety due to shootings near schools, threats 
of being attacked or robbed, and street fights, all of which evoked feelings of anxiety, fear, 
and uncertainty. 
“Where we are, we [are] like on the border of the main road, so if any violence or 
anything does happen, it's always at our home, close to our home. In fact, there's 
hardly a safe place in our area really, because any corner you can get robbed, whether 
it be [at] gunpoint whether it be [at] knife[point], you cannot cross a bridge safely, you 
cannot send your children to school. There's shootings in front of the schools, around 
the schools, anywhere there is…. I'm at home, but I'm so worried what's going to 
happen at school. People are fighting, you don't know which way to go. Are you safe 
going to the shop? Who's chasing you? Who's robbing you? You don't know should you 
walk in groups of two or three, should you walk alone … because you not even safe … 
they don't care if they want to attack you, they'll attack you”.  
(Jo-Anne) 
 
Cindy discussed her fear for her children’s safety, lawlessness, violence, substance abuse and 
use of foul language in the neighbourhood as adversely impacting her depression. 
“You are stressing, where's that child, where's that one, why is this one not taking the 
call, what happened? You know it's always what happened. The stealing, the stabbing, 
all of [these] things, and how we also talk you know, swearing, ugly, and also, these 





Pam also attested to her mood being negatively impacted by witnessing young children 
abusing substances in the community while their parents apparently fail to discourage the 
habit. Her resulting feelings of anger, helplessness, and frustration negatively impact on her 
interaction with her family. 
 “You get children, well let's say five years-old, younger than my baby, that [are] 
sucking glue, and you’re not allowed to talk to that child. You’re not allowed to shout 
[at] that child because the parents are the ones that give their own children [these] 
things. It's very frustrating not to even take that glue away from that child because as 
small as that child is, the mother will actually put a knife in the child’s hand and say 
‘Gaan kry jou ding’ (go do your thing). It upsets you and just spoils your whole day 
because now you feel you can't also keep quiet for something like that, and it triggers 




According to the women’s constructions, the rampant community violence in Westbury 
ranges from robberies to vandalism, sexual harassment, domestic violence, and drug abuse, 
even in the case of minors. What was evident in the manner in which the women described 
these events was the frustration and helplessness they felt arising out of community violence. 
These feelings in turn contribute to their stress and anxiety, especially in terms of how 
violence affects their children. According to van Schalkwyk (2019) South African women are 
especially vulnerable and at risk of experiencing community violence due to traditional male 
attitudes and gang-related violence, which in turn poses a serious threat to both themselves 
and their children. Similarly, Mungai and Bayat (2018) established that depressive symptoms 
tend to persist amongst women living in disadvantaged and rough neighbourhoods 
characterised by high levels of crime, violence, and victimisation due to feelings of fear and 
unhappiness. This kind of situation was supported by this research study, as it was established 
that violence against women and children appeared to have a greater psychological impact 
on women when compared to the physical impact. According to Cheteni et al. (2018), where 
community violence is prevalent, a host of other social ills trigger these events. The main 
factor that arose out of the interviews was the socioeconomic challenge of unemployment 





All the women in this study shared their struggles with unemployment and poverty. According 
to the women, these factors contribute to the high levels of community violence and 
subsequently exacerbated their depression. Cindy considered unemployment and poverty to 
be responsible for the increased community violence and drug abuse.  
“Violence is this drugs story, and you know, [at] the end of the day violence also 
cause[s] poverty. Remember a lot of our people are not working. You'll find in a whole 




Susan argued that the high youth unemployment rate demotivates people and results in 
despondency and depression. She also attributed substance abuse and violence prevalent in 
the community to idleness and boredom occasioned by the high rate of unemployment 
amongst the youth.  
“You can't get a job, so you sit for years at home. You can be a top performer in Matric 
with eight distinctions and what not, you'll still sit at home. So now this is what plays 
a role in the youngsters and the drugs and violence. Obviously they’re going to think 
ok seeing that I can't live a proper straight life, let's do this, people are getting forward 
in life, they getting their cars, they have money, they have everything they want.  So, 
with the drugs, the reason why they do drugs [is] because they have nothing 
constructive to do with their minds, to wake up every day doing the same thing, it 
depresses you as well. “  
(Susan) 
 
Alisha described her own experience with poverty. Her helplessness and struggle to source 
food in her community is described in the excerpt below.  She stated that the community 
were largely unsupportive as they were willing to share drugs or alcohol, but not food.  
 “Nobody’s going to help you, if you ask them for Lolly, for Tik, for Nyaope any of those 
drugs they will more than willingly share it. You can even ask them for a beer, they'll 





While unemployment and poverty are acknowledged as the driver of crime and violence in 
the community, it also affected the interview participants’ domestic situations. In terms of 
unemployment, Pam disclosed that her husband felt like a failure for not being able to secure 
work. Scarce work opportunities for her husband presented financial challenges for the 
family, which resulted in her extended family helping them financially. Bearing witness to her 
husband’s loss of identity and helplessness in turn negatively impacted her emotional 
wellbeing. 
“So, my husband has always been providing, and up until today where he gets a job he 
goes.  Me and the children [are] everything [to] him, and finances, because there is no 
work out there … it's like everything is falling apart. He's beating himself up because 
now my sister has to bring from her house, or she needs to give, and it's just like he's 
not man enough.  So that, it gets to me”.  
(Pam) 
 
Implicit in the women’s accounts of depression was the notion that depression was socially 
brought about through their own and/or their family’s unemployment. The effects of 
unemployment were also viewed as one of the main contributors to the high levels of 
community violence in Westbury. An inability to control these circumstances or effect 
changes in their environment left the women feeling frustrated and powerless leading to 
elevated symptoms of depression. Furthermore, a lack of understanding that results in stigma 
and discrimination against those with depression has a negative impact on women.  
 
Stigmatisation and Discrimination 
The stigma surrounding mental illness in Westbury led to women who had been diagnosed 
feeling discriminated against. The different interviews revealed that the women’s experiences 
were labelled, avoided, or minimised by their family and community members. Additionally, 
a lack of empathy left the women feeling inadequate, misunderstood, and frustrated.  
 




“Depression is not a word that people like to use. Because it's like you're ‘mental’. It's 
only because I was hospitalised, and they explained to me depression is not about 
where you live, it's just everywhere, that I know. But people make the wrong labels for 
those who are depressed”. 
(Alisha) 
 
Jo-Anne’s disclosure also alludes to a lack of communal understanding and support.   
“Ja, some will say snap out of it, others will tell you, ‘You’re crazy’. Others will tell you, 
‘You need help’, others will tell you, ‘You must go to Sterkfontein and get booked in 
there’.  Most people don't like it in the community; I don't think that they understand. 
They call them psycho's. They just make their own conclusions and assumptions of 
what the person is already, before they can get to know what is happening with the 
person or what the person [is] going through”. 
(Jo-Anne) 
 
Anna also attested to the lack of support, guidance, or professional resources for depression 
in the community. In addition, her distrust in confiding in people was attributed to people 
gossiping and sharing confidential information with others. 
“There isn't really help. There's no support. It's not like you know when you go to AA, 
there's support groups and there's meetings, but in depression I never heard of helping 
in our community. You know, it's like they will listen, but they won't give you an answer. 
When you turn your back, they tell this one, especially when you have an argument 
then they bring all [those] confidential things up”. 
(Anna) 
 
In this section, community factors were reported to feature prominently in shaping women’s 
construction of depression. Furthermore, women felt minimal recognition and validation of 
their depression, as evidenced by society’s harsh labels and victimisation. These feelings led 
to frustration and isolation for women with depression. The community experiences also 
reduced these women’s feelings of trust and safety in the community. Moreover, the women 
may have perceived discounting their experience of depression as a rejection of them 
personally. Similarly, Rokach (2014) states that those with mental health challenges tend to 
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internalise social stigmatisation, resulting in devaluing of the self, reduction of  self-esteem, 
alienation, withdrawal, and loss of support, which in turn contributes to their depression and 
loneliness. Corrigan et al. (2014) indicate that stigma tends to negatively impact health-
seeking behaviours in mental illness. 
 
According to the socioecological model of health promotion’s intention, individual,  social, 
and community factors (WHO, 2020b) need to be understood in order to inform an effective 
response to illness, which in this case is depression. Drawing on the constructions of 
depression according to the aforementioned domains, support mechanisms for depression 
were also explored in this study and are the focus of discussion in the next section.   
 
4.2.3. Support Mechanisms  
The combination of individual, social, and community factors contributing to the maintenance 
of women’s diagnosed depression in Westbury calls for a multipronged support system 
embedded in the recognised needs of the community. This multipronged system of support 
emerged in response to the question asking what kind of support was needed in Westbury.  
In terms of individual level support, the need for emotional support was highlighted.  
  
4.2.3.1. Emotional Support  
In considering what type of interventions would be most effective in improving the wellbeing 
of women with depression, Pam, Jo-Anne, and Anna indicated a need for emotional support 
through on-going counselling:  
“I don’t know, maybe just a support structure, somebody to speak to, because 
speaking does help, sometimes it does help (pause). I don’t know, but what I know is 
that many women, many parents, are struggling with their children and uhm, 
financial is hard and there’s even children that beat their own parents”. 
                                    (Pam) 
 
“What I need … is someone to go to, where I can like go and talk [about] my problems, 
whatever's hurting me, and nothing just happens over night, but slowly, slowly. [I need] 
people to come in and see what it is I'm going through or try and assist, uhm, not just 
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‘Ok leave your name and number, we'll phone you’, and then you never hear from 
them”. 
                                    (Jo-Anne) 
 
 
“To have somebody that can listen and give me advice”. 
                                    (Anna) 
 
The need for emotional support in community settings was no surprise. In her study, Moodley 
(2014) identified community connectedness and the ability to confide in parents, romantic 
partners, or women who experience the same kind of circumstances as protective factors 
against depression.  
 
4.2.3.2. Involvement in Community Activities 
Building on the need for improved social networks as a protective mechanism for depression, 
Pam and Jo-Anne mentioned the positive effects of engaging in meaningfully activities in the 
community. Pam spoke about the role of her friend’s patience and encouragement in nudging 
her out of her isolation: 
 “[My friend] sat and said I'm not going nowhere, you will go and bath and you will 
come with, and she dragged me to this place. I didn't even know what I am getting 
myself into, but coming and learning something new [in a skills development course], 
it was good. So, this week was a good week”. 
                                    (Pam) 
 
Jo-Anne too, discussed the joy she derived from being engaged in a community project. 
“We just started there, the class just started today, so they make everyone feel 
welcome, uhm (pause) made us smile, I smiled a lot today”. 
                                    (Jo-Anne) 
       
Moodley (2014) also found that involvement in community activities was a factor that 
contributed to the resilience of women with depression. Another aspect in the study 
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conducted by Moodley (2014), which is also confirmed by Stanley et al. (2011), describes the 
importance of meditating on spiritual beliefs as a mechanism for resilience.  
 
This element was evidenced in Westbury too, through Cindy and Susan’s statements:     
“You know what I do? I'd rather put a preaching Gospel, or a song, you know once 
you sing along with that, I can't sing, but I love singing, then I play that and I start 
singing that, you feel very good, you feel somewhere else now again”. 
(Cindy) 
 
“I pray a lot, because I go through a lot of things, it's not only relationships, it's 
also family, your own mother.  So, I go through a lot of thing,s and it landed me 
where I was, in a place where I never thought that I would ever be.  And the only 
person that helped me through it was God.  Because he built up my faith, He built 
up my trust.  And when I stopped using the anti-depressant pills, I'm fine I'm ok, I 
do not think about. If I go into that state, I just put my earpiece in, listen to my 
music, it just lifts up my spirit to say, you know, anything is possible [for] God”. 
(Susan) 
 
4.2.3.3. Financial Support  
A dominant theme relating to the high levels of community violence in Westbury was 
unemployment and poverty. Consequently, the women in this study indicated the need for 
financial support. Some of the statements below expand on this requirement. 
 
Jane described her struggle due to the lack of income, and as such expressed a need for 
financial assistance to meet her family’s basic needs. 
“Financials, like maybe helping buying clothes, maybe helping, getting, helping me 
with groceries, like I'm struggling”. 
(Jane) 
 
Alisha stated that employment opportunities were necessary to generate an income to access 
psychotherapeutic services and to meet her children’s needs. 
74 
 
“A job, a job! It will help me because then I'll be able to afford taxi fare to Helen Joseph 
so I can go see a counsellor to deal with my depression. Because if you don't have taxi 
fare, plus now my six-year-old he's home schooled. I home school him, thus I have him 
with me 24/7, so in order for me see to myself, I need to see to him also”. 
(Alisha) 
 
Due to the women’s social circumstances contributing largely to their depression, they 
expressed a need for individual emotional support, the provision of community and social 
activities, and financial support. Mayston et al. (2020) propose that providing access to people 
who could provide expertise and support for women’s emotional challenges is an important 
mechanism to increase the resilience in people experiencing depression. Mental health 
improvements are also often noted with improved socioeconomic status and improved social 
support (Lund et al., 2013; Tsai et al., 2016). In this regard, social and financial support for the 
women are proven to help them meet both their own and their family’s needs.  
 
4.3. Conclusion  
This chapter discussed the themes arising out of the interviews with women in Westbury in 
terms of how they construct their depression on individual, social, and community levels. The 
socioecological model of health promotion aided in highlighting the women’s internal 
experiences and the ways in which their experiences are influenced by their social 
circumstances. Arising out of the interviews, the women appeared able to identify those 
elements that could aid them on individual, social, and community levels to manage their 
depression and subsequently improve their wellbeing. A detailed discussion of these 
elements and those aspects not mentioned by the women, but which arose from the data, 
are detailed in the following chapter.  
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This study was conducted in response to prior research on depression in South Africa 
highlighting the importance of spatial clustering in understanding depression (Cuadros et al., 
2019). Spatial clustering concerns itself with identifying MDD in relation to geographic 
‘hotspots’ (Cuadros et al., 2019). In this research, characteristics such as high levels of 
community violence, poverty, and minimal support mechanisms for mental health care (Clark 
et al., 2008; Dubé et al., 2018; Hochfeld, 2015; Lund et al., 2010; Nglazi et al., 2016) as social 
drivers of depression positioned Westbury as a hotspot in which an investigation into the 
constructions of depression could be undertaken. The research was conducted with seven 
women who were diagnosed with recurrent MDD by a general practitioner or a psychiatrist. 
This final chapter provides an overview and discussion of the findings in the context of the 
theoretical frameworks used in this research. It also presents recommendations for practice, 
future research and a conclusion to the study.  
  
5.2. Overview and Discussion of Research Findings 
This section provides a discussion of each of the research questions and findings obtained. 
Overall, there were three main research questions formulated for this study. Despite the 
individual, social, and community constructions of depression being discussed individually, 
there was a complex interplay between the domains.  
 
Research question 1: How do women in Westbury construct their day-to-day experiences of 
depression on an individual level? 
In terms of the daily individual experiences of depression, four categories emerged in the way 
that depression was constructed. These included emotional, behavioural, physical, and 





Figure 2: Individual Level Constructions of Depression 
 
On an emotional level, women in the study expressed how their depression resulted in 
irritability, hopelessness, and a changed experience of self. A significant finding in this study 
was that all participants reported both internal as well as situational and interpersonal factors 
as underlying their feelings of irritability and hopelessness, which in turn fuelled their 
experience of depression. Marchetti et al. (2019) identified hopelessness as a distressing state 
associated with depression. Experiencing deep feelings of hopelessness is a common feature 
among poor South Africans who have depression, as individuals tend to experience unfulfilled 
needs and dissatisfaction with their life opportunities and living circumstances (Dowdall et 
al., 2017). In this regard, it was evident that the community characteristics of socioeconomic 
challenges and a lack of support from the community led to the manifestations of depressive 
symptoms on an individual level (Dowdall et al., 2017). Arising from the feelings of 
hopelessness, women were also likely to experience irritability, which is a common feature of 
individuals with depression, despite it being excluded from the diagnostic criteria for 
depression in the DSM-5 (APA, 2013; Balbuena et al., 2016). For the women in Westbury, their 
irritability was also reported to negatively affect their social relationships and their 













Lastly, a changed experience of self, in which women held negative views of themselves, led 
to a deterioration in their self-care. The self for the women in this study, was inextricably 
linked to individual and socio-cultural factors and was impacted by how they viewed 
themselves. The low self-esteem, perceived loss of control of psychosocial challenges, 
increased pessimism and inability to cope with problems, according to Oyserman et al. (2012), 
are orchestrated by a social context which in turn influences how a person defines themselves 
and their abilities. Western (2013) further contends that depressed women often see 
themselves in a poor light, resulting in a loss of self and diminished self-care. In this sense, 
one of the ways in which mental health disorders can negatively impact bodily health was 
highlighted. 
 
Some of the emotional experiences occasioned by depression led to behavioural experiences 
that were also detrimental to the women. For instance, suicidality and substance abuse 
appeared to be a common occurrence. The women collectively identified feelings of anger, 
hopelessness, worthlessness, inability to cope with stress, wanting to escape their stressors, 
lack of financial and emotional support, and negative thinking as reasons for them considering 
suicide as way out for their experience with depression. Dukas (2014) made similar findings 
in her South African study with depressed women, pointing out that  suicidal ideation was  
linked to  women wanting  to escape memories from the past as well as their present 
conditions. These behaviours were also observed by Hochfeld (2015) in Westbury. In her 
study, repeated exposure to community violence and the dire need for income support led 
women to feel as if suicide was a viable option. Similarly, where substances were abused, it 
was done with the intention of avoiding social situations, alleviating bodily pain or 
anxiousness (physical experiences), and to distract the women from worrying about their 
circumstances (cognitive experiences). The self-medication hypothesis alludes to the self-
reported use of substances such as alcohol and drug use for dealing with feelings of 
depression and anxiety (Turner et al., 2018). A UK study investigating  the  link between  
substance  use  and  common  mental  disorder  found that  alcohol use was  significantly  
associated  with psychiatric symptom severity in  the context of poly-substance use (Delgadillo 
et al., 2013). Other studies on self-medication positively correlated substance use with 
alleviating anxiety (Robinson et al., 2011). A South African study on alcohol abuse and 
intimate partner violence amongst township mothers identified a link between intimate 
78 
 
partner violence and alcohol use over time (Davis et al., 2017) whilst a study by Nduna et al. 
(2013) pointed out the use of drugs with younger depressed women in South Africa .  
 
The emotional and behavioural experiences of depression also led the women to withdraw 
socially. While providing temporary reprieve, and perhaps unknowingly to the women, social 
withdrawal perpetuates other symptoms of depression, such as a diminished interest in daily 
activities, hypersomnia, reduction in physical movement, and feelings of fatigue. Similarly, 
Apesoa-Varano (2019) indicates that feelings of sadness, anger, and shame arise from a 
decrease in social interactions which in turn lead to an “unworthy” self-concept.  
Research question 2: How do social and environmental (community) aspects influence 
depression?  
Social and community level factors allowed for the consideration of the interplay between 
the different individual/personal factors and the aforementioned factors that impact on 
women’s depression. In Figure 3, it is noted that the included social factors that were central 
to the constructions of depression included intimate partner violence/infidelity, family 
conflict, and the burden of childcare. Community factors included exposure to community 
violence, socioeconomic challenges, stigmatisation, and discrimination.  
 
On a social level, intimate partner violence and infidelity led to feelings of rejection, betrayal, 
inequality, and helplessness for women. Hochfeld’s (2015) study also revealed such 
experiences, demonstrating the common occurrences of intimate partner violence in the 
area. During these experiences, along with psychological effects experienced, the women’s 
physical health, body integrity, and safety are also compromised (Hochfeld, 2015). Multiple 
psychopathology theories indicate that the nature of interpersonal relationships impact 
psychological health (McEvoy et al., 2013). An Australian study by Ahmadabadi et al. (2020) 
identified a positive relationship between intimate partner violence, MDD and anxiety in 
female partners. Similarly, a review by Devries et al. (2013) found that depressive symptoms 
and suicide attempts in women were associated with intimate partner violence.  In terms of 
family conflict, the fact that the women did not feel supported by their mothers specifically 
was a bleak revelation. Many of the women in this study spoke of being subjected to 
childhood abuse and neglect. A study of women conducted in Chile found that PTSD, 
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frequently diagnosed due to childhood emotional neglect as well as physical and sexual 
abuse, contributed to the development of depression in adulthood (Vitriol et al., 2014). For 
women in Doornkop who had also experienced depression, the opportunity to confide in their 
mothers emerged as a significant protective factor (Moodley, 2014). Where these 
relationships were lacking, participation in social networks provided women with a sense of 
solidarity. Yet, in Westbury, there was seemingly a lack of solidarity, resulting in elevated 
feelings of isolation. Interestingly, the participants were silent on the whether their 
relationships with their fathers had any bearing on how they experienced depression. Lastly, 
the women’s descriptions of their struggles and the burden to provide for their children was 
also evident.  
 
These constructions of the women’s depression furthermore allude to the various roles that 
they adopt. Studies on women’s experiences of depression revealed that their perceptions 
and coping strategies of depression were intricately connected to gender roles which 
expected that they accept their depression and tolerate life (Huang & Fang, 2016). According 
to Wright et al. (2013) the prevalence of depression in Coloured and Black African women 
was compounded by the need to balance family and work responsibilities without support 
from fathers since lone motherhood is highly prevalent in these population groups.  
Moodley’s (2014) study in Doornkop revealed that motherhood served as a protective factor 
against depression. Yet, in Westbury, Hochfeld (2015) established how desperation and a lack 
of support led to some women attempting infanticide or child murder. Most disconcertingly 
in this study, stories of mothers being fearful of their children’s delinquent behaviour was also 





Figure 3: Social and Community Level Constructions of Depression 
 
Lastly, on a community level, depression was constructed in terms of exposure to violence, 
socioeconomic challenges, and exposure to stigmatisation and discrimination. Exposure to 
violence in Westbury appeared to be both direct and indirect. Robberies and exposure to 
sexual assault or witnessing shootouts, as highlighted by the women, led to increased anxiety, 
fear, and vulnerability. In her study, Hochfeld (2015) established that this type of behaviour 
towards women is considered normal. This view was also partially upheld by the women in 
this research study, who, when asked about protective support mechanisms needed, were 
silent on the need to curb violence. Hochfeld (2015) referred to this phenomenon as the 
‘accept and carry on’ mentality prevalent in Westbury. The women in the study recognised 
the effect of their social environment on maintaining and exacerbating their experience of 
depression. These accounts of a persistent violent community context increasingly 
illuminated the impact that this had on the women’s emotional wellbeing since they were 
already grappling with depression. Most of the women in this study experienced ongoing 
anxiety and fear due to feelings of vulnerability as well as a loss of control, safety and 
predictability in their mainly due to direct exposure to the violence. Although they did not 
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identify community violence as a direct trigger for their depression, they recognised the role 
that it played in perpetuating their depression. Their stress and anxiety were further amplified 
by the direct threat that the community violence posed to their families. In South Africa, 
violence against women was found to have a greater psychological then physical impact and 
accounted for higher levels of depression in women compared to men further indicating that 
structural and social factors contributed significantly towards depression in women 
(Freeman, 2012).    
 
For the women in this study, the prevalence of violence is largely attributed to the 
socioeconomic challenges that are rife in the community. Women’s constructions of 
depression included struggles with unemployment and poverty, which resulted in a perceived 
failure to exert control over their circumstances or to effect changes in their environment. 
This was reported to result in feelings of frustration and powerlessness. Sadly, since the 
interviews were conducted for this study, the poverty levels in Westbury are likely to have 
increased due to the number of jobs lost on a national level during the COVID-19 pandemic 
(Stats SA, 2020). Lastly, the women highlighted community-level stigmatisation leading to 
discrimination against persons with depression as a way of marginalising individuals. This 
finding was unsurprising as stigmatisation relating to mental health disorders is perpetuated 
by family members, friends, employers, community members, and health care providers in 
South Africa (Egbe et al., 2014). Furthermore, the complex cultural beliefs that impact how 
depression is viewed in South Africa (Section 2.2.3.) has the potential to generate negative 
views. As such, the experiences of discrimination due to stigmatisation further contribute to 
the social withdrawal and changed sense of self that the women in this study experienced. 
Conversely, it must be noted that where friends and romantic partners showed empathy for 
women, this served as a protective factor.   
 
Research question 3: What mental health care mechanisms and support is needed by women 
in the Westbury community?       
When the women in the study were asked to communicate their support needs, only three 
areas emerged. These were emotional support, financial support, and a need for greater 
involvement in community activities. Undeniably, these mechanisms would prove useful. For 
82 
 
instance, emotional support and community activities could result in decreased irritability, 
hopelessness, rumination, social withdrawal, and substance abuse in these women. Similar 
findings were evident in Moodley’s (2014) study on depression in Doornkop where the 
establishment of social networks were an identified protective factor. Similarly, Western 
(2013) noted that positive, supportive relationships promoting connection with others, 
helped  women develop and sustain a sense of identity which in turn protected against the 
development of depression.These social networks did not seem evident in Westbury where 
most women spoke of social withdrawal and self-isolation when they felt depressed.  In this 
sense, organisations that work in Westbury are advised to consider providing activities that 
allow for group interaction, promoting a sense of solidarity among women. Group 
interactions may create an environment in which women recognise that they are not alone 
with their experiences of depression, rather, they could find themselves in circumstances 
similar to those they turn to for support.  
 
5.3. Recommendations for Practice  
Since depression is also diagnosed as a medical illness, interventions will require medical 
treatment in conjunction with other intervention strategies. The Clinical Practice Guideline 
for the Treatment of Depression (APA, 2019) recommend both  pharmacotherapy  and 
psychotherapy with therapeutic models including. behavioural therapy, cognitive behavioral 
therapy (CBT), mindfulness-based cognitive-therapy (MBCT), interpersonal psychotherapy 
(IPT), psychodynamic therapies and supportive therapy. Despite treatments for MDD 
comprising of pharmacotherapy and psychotherapy, addressing stressor factors in the 
individual’s life is furthermore indicated for effective treatment (Sadock et al., 2015).  
 
Family-focused interventions pertaining to building and repairing interpersonal relationships 
between parents and children and between women and their abusive partners is also 
required. In this regard, family-strengthening programmes such as Sihleng’imizi is being 
piloted with two families in Westbury, and could be extended to families on a broader scale 
(Ross et al., 2020) and adapted to include modules on intimate partner violence. This 
programme was found to aid family relations, community connectedness, and financial 
capabilities, and to decrease symptoms of depression. In this way, it is also hoped that 
intergenerational transmission of mental health disorders can be disrupted.  
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There was a dire need for financial support in the Westbury community. A limitation of this 
study was that it did not explore whether the women accessed social assistance available to 
households in which poor children reside through mechanisms such as the Child Support 
Grant for instance (Department of Social Development [DSD] et al., 2012). Yet, the need for 
employment opportunities was expressed, as also stated in a 2014 study conducted on family 
needs in Westbury (Moodley et al., 2014). The challenge in securing employment, especially 
since the COVID-19 pandemic, is that an economic recession limits the job availability, 
specifically in the formal sector. As such, it may be necessary to identify and explore aspects 
of employment in the informal economy from which women could benefit.      
 
Another noteworthy recommendation that did not emerge in protective mechanisms 
identified by the women is the need to take violence-curbing measures. In this regard, 
Mathews and Gould (2017) recommend accelerating commitment to violence eradication in 
South Africa through better implementation of laws, increased public policing, and providing 
support groups for survivors of crime. However, from the women’s shared experiences, it is 
clear that an in-depth investigation into the reasons for community crime and consequences 
thereof in Westbury is necessary to tailor effective solutions.  
 
Finally, it was clear that community-level public awareness programmes are needed to 
address the stigmatisation and discrimination behaviours relating to mental health disorders.  
A positive outcome for mental health disorders arising from the COVID-19 pandemic, is that 
the psychological impacts have been included in discussions (Kim et al., 2020). However, this 
consideration of mental health disorders needs to be normalised in everyday life.  
 
Through the socioecological model of health promotion, it was evident that multilevel 
preventative and remedial programmes are required in Westbury as supportive mechanisms 
for people who experience mental health disorders. This further highlights the need for a 




5.4. Recommendations for Future Research  
There are a few recommendations that have emerged in this study that warrant further 
research. Since the sample in the current study only included seven participants who 
displayed help-seeking behaviour and spoke English, generalisations of the findings are 
limited. Thus, replicating the research on a larger scale with randomly selected community 
members who converse in different languages is recommended to aid in generalisability.  
 
The undeniable role of the community in either providing support or intensifying the women’s 
struggle with depression emerged in the interviews with the women. However, the role of 
stigmatisation and discrimination in instances where mental health disorders are 
misunderstood proved detrimental to the women. Therefore, community training and 
awareness in relation to depression, stigmatisation, and mental health support need to be 
undertaken. A research evaluation of such training programmes is also recommended to 
ensure that the stigmatisation of mental illness is effectively overcome.  
 
Increased family conflict, lack of family support, and intimate partner violence also emerged 
as a contributing factor to women’s depression. In this regard, a need for individual, family, 
and group psychotherapeutic and other support services became salient within this research. 
Where such services are in existence or are undertaken in the future, it is important that they 
are monitored for effective implementation and evaluated to determine whether or not they 
have the desired effects on the residents of Westbury.  
 
Finally, while community violence and crime are seemingly habitual in Westbury, it is 
important that research be conducted to fully ascertain a greater understanding of the drivers 
of these circumstances. It is only from a ground-up research that the Westbury residents’ 
needs can be understood and interventions developed to meet these needs, in the hope that 
a long-term goal will decrease community violence and improve community wellbeing.   
 
5.5. Conclusion 
This study explored the construction of women’s experiences of depression in Westbury, a 
community known for its sustained community violence. Through the socioecological model 
of health promotion, it was evident that a multipronged approach is required to mitigate the 
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individual, social, and community drivers of depression in the area. Although a global 
challenge, understanding depression on multiple levels can contribute to alleviating 
depression in low-income South African communities. These understandings are crucial, 
especially in the context of COVID-19, since the social drivers of community violence have 
deepened and since the mental health of South African citizens has been severely 
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Appendix A: Research Instrument 
 
1. What does the word depression mean to you? 
2. How would you describe your depression? 
3. How do you understand your experiences of depression in your everyday life?   
4. Have you been exposed to community violence in Westbury? Can you tell me about 
those experiences? Do these accounts for your depression in your everyday life? 
5. How do you understand the violence in Westbury?  
6. Are there aspects in the community that negatively impact your mood on a daily basis?  
7. How do you cope with your depression in different situations? 
8. How does your experience of depression and violence in the community impact your 
identity as a woman?  
9. How do you experience and perceive yourself in these roles? Do they account for your 
experiences of depression?  
10. Tell me about the community support/help that you get in dealing with your diagnosis 
of depression? 
11. Tell me about how 1 (family), 2 (friends) and 3 (community members), 4 (children) 
viewed your depression diagnosis? 
12. Do religious beliefs and spiritual values play a role in depression? Tell me about this? 









Appendix C: Affidavit 
 
